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TAINING of smears of the sediment after 
centrifugation of the ureteral or bladder 
urine or both, alone and followed by 
inoculation of the sediment into animals, 

such as guinea pigs, rabbits, or fowl, have until 
recently constituted the two methods generally 
employed to determine the tuberculous character 
of a renal infection. Since 1924, when Loewenstein 
of Vienna and his associate, Sumiyoshi, found a 
method of eliminating contamination of the 
culture medium by other organisms, the inocula- 
tion of the urinary sediment on special media, a 
third method of bacteriological diagnosis of 
urogenital tuberculosis has been made available 
for daily laboratory use. It will be of interest to 
review the various steps in the history of the 
culture method, which have permitted simplifica- 
tion of what was formerly considered a method of 
diagnosis with little prospect of routine clinical 
application. 


I. RESUME OF THE HISTORY OF DEVELOPMENT OF 
THE CULTURE METHOD FOR TUBERCLE BACILLI 


This history can be divided into two periods: 
first, the period dating from the discovery of the 
bacillus in 1882 by Koch and his attempt in 1884 
to obtain its growth on a culture medium up to 
1924; and, second, the period since 1924, when 
Loewenstein’s work was published. Koch suc- 
ceeded in obtaining a culture on a beef-serum 
medium, but he declared that “the culture 
method would not play an important rdle in the 
study of the disease.” In 1887 Nocard and Roux 
of the Pasteur Institute in Paris were able to use 
other mediums than that of Koch by adding from 
5 to 8 per cent glycerine to bouillon, gelose, and 
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serum. In 1888 Pawlowski added the glycerine- 
potato medium to the preceding mediums. An egg 
medium was first employed by Capaldi in 1896, 
but it was rendered practicable only by Dorset. 
The problem in the earlier search for a method of 
culture was how to kill other bacteria, which de- 
veloped so rapidly on the mediums as to make it 
difficult to identify the colonies of the tubercle 
bacillus. In 1908 Uhlenhuth proposed the use of 
antiformin, at least in sputum specimens, to ac- 
complish this. In 1915, Petroff suggested a 4 per 
cent sodium-hydroxide solution as a substitute 
for the antiformin and, a little later, gentian 
violet. Corper and Uyei used crystal violet in- 
stead of gentian violet, but Sanchez showed that 
other aniline dyes, such as Congo red and 
malachite green, would act equally well. In 1924 
Loewenstein and Sumiy oshi described a method of 
avoiding contamination which consisted in the 
addition of a sulphuric-acid solution to the sedi- 
ment. Later, the use of a medium containing egg, 
asparagin, and Congo red or malachite green, 
which is extensively employed at present, was 
reported. 

The bacteriologist who really deserves credit 
for having made the original Lubenau technique 
and the Loewenstein modification applicable for 
daily clinical use is Hohn, who in 1926 determined 
the sulphuric-acid concentration which would not 
kill the tubercle bacilli, but would destroy con- 
taminating organisms. 

Petragnagni, from 1923 to 1926, suggested the 
use of a medium, also much used at present, in 
which malachite green is employed. There are a 
number of other mediums which have been used, 
but space will not permit enumerating them all. 
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Those interested in the subject will find a com- 
plete review of this aspect of the question in the 
monograph by Saenz and Costil of the Pasteur 
Institute in Paris on the bacteriological diagnosis 
of tuberculosis (21) published in 1936. I have 
followed their work during the past six years and 
was able to study, with their collaboration, the 
clinical application of the culture method. Seven- 
ty cases of renal tuberculosis, to be referred to 
later, and roo cases of pulmonary tuberculosis in 
which search for tubercle bacilli was made in urine 
specimens were studied. 

Saenz and Costil are of the opinion that the 
glycerine-potato medium can be eliminated as 
being less sensitive than the egg mediums. This 
opinion is confirmed by von Huth and Lieberthal 
(16) who compared the results of 300 inoculations 
on an egg medium with those of the same number 
of inoculations on a glycerine-potato medium. 
Among the former, there were 190 positive, 93 
negative, and 17 contaminated cultures and 
among the latter 132 positive, 141 negative, and 
27 contaminated cultures. Saenz and Costil con- 
sider the Loewenstein medium and that of 


Petragnagni modified according to Saenz as the 
best. The preparation of these is given in detail 
on pages 22 and 23 
monograph. 


of the Saenz and Costil 


II. COMPARISON OF THE CULTURE AND GUINEA- 
PIG INOCULATION METHODS 


De Carvalho (8) has called attention to the fact 
that a smaller number, from 1 to 10, of tubercle 
bacilli are necessary to obtain a positive culture 
or guinea-pig inoculation than in the case of a 
smear, which is positive only if from 10 to 10,000 
bacilli are present in the specimen to be examined. 
Corper (7) states that as many as 100,000 bacilli 
per c. cm. must be present before they can be seen 
under the microscope. 

Saenz is of the same opinion; i.e., only a few 
bacilli are needed for a successful guinea-pig 
inoculation. Therefore, the latter can be con- 
sidered a better method when the sediment con- 
tains many secondary organisms, because the 
chemical agents employed in the preparation of 
the Loewenstein or Petragnagni mediums alter 
the tubercle bacilli more or less. Clinically, it is 
advisable to use both the culture and the guinea- 
pig inoculation methods. The culture method 
excludes the possibility of death of the guinea pig 
from intercurrent non-tuberculous infections or 
spontaneous tuberculosis; the latter condition 
may develop from contact with infected tuber- 
culous animals. Except in the rare cases of in- 
fection by certain strains of the bovine type cf 


tubercle bacillus, in which the colonies require 
forty days to develop, the same time required in 
guinea-pig inoculation, the culture method gives 
more rapid results. 

Corper, Saenz, and others have called attention 
to the “microculture” or ‘‘microcolony”’ tech- 
nique by which an earlier diagnosis of the growth 
of tubercle bacilli can be made by scraping the 
surface of the inoculated medium and making a 
smear from the scrapings. It is not always neces- 
sary to wait until colonies are visible on the 
inoculated medium. To illustrate the advantages 
of this microculture over the visible-colony 
method, I will cite the results which were obtained 
by us in cultures from 70 cases of suspected rena! 
tuberculosis. The bacteriological examination 
with smear and culture was carried out at the 
Pasteur Institute in Paris by Saenz and Costil 
and the clinical data and specimens were secured 
from various large urological Parisian clinics and 
personal private patients by the writer. The de- 
tailed results were published in 1932 and 1934. 
In the first series (22) of 57 cases, 29 micro- 
cultures, from the same number of patients, were 
found to be positive; 7 on the eighth, 5 on the 
ninth, and 4 on the tenth day after inoculation 
of the medium, and 1 only on the thirtieth day. 
At a later date visible growth was noted in all of 
the 29 tubes: after fifteen days in 2, sixteen days 
in 2, seventeen days in 2, eighteen days in 4, 
nineteen days in 4, and later in the remainder. 

In our second series (10), the earliest positive 
microculture was obtained on the seventh day and 
the first visible growth on the fourteenth day. 
These observations confirm those of von Huth 
and Lieberthal, Bonino, and others who have 
found that a positive culture can be obtained at 
a much earlier date with inoculation of the 
urinary sediment in which contamination has been 
eliminated, than with the guinea-pig method, 
except as stated above in the case of certain 
strains of the bovine type of tubercle bacillus. 

Bonino (4) of Turin used the microculture 
method of examination in the study of 47 cases 
in which a clinical diagnosis of renal tuberculosis 
had been made. In 4o the microculture was 
positive between the seventh and seventeenth day 
following inoculation. 

During the examination of our first series of 57 
cases, there was a difference in the results in two 
cases following the use of the culture and guinea- 
pig methods. A few colonies of tubercle bacilli 
were found in the culture, whereas the guinea-pig 
test was negative after the lapse of the same 
period of time following inoculation. In one of 
theze two cases the microculture was positive on 
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the thirtieth day and only two colonies were 
visible on the thirty-fourth day, which findings 
show the advantages of the microculture method. 

In cases of occluded renal tuberculosis or in 
which there is only limited communication be- 
tween the focus and the renal pelvis, the bacilli 
are found in the urine only intermittently. In five 
of our first series, the culture was alternately 
positive and negative. In Case 8 the culture and 
guinea-pig inoculation were both positive on 
January 6, 1932, whereas on December 29, 1931, 
the smear was negative. The following day, a few 
bacilli were found in the smear. After removal 
the kidney showed a relatively large caseous area, 
which was almost completely occluded. Similar 
observations were made in the four other cases of 
the first, and two of the second, series. 

Van Riemsdijk (24) found the culture positive 
but the guinea-pig test negative in one urine 
examination. His results of comparing the smear 
and culture will be found in the next section of 
this review. 

Fischer and Urgoiti (11) in testing the urine of 
86 patients found the culture positive in 35 and 
negative in 51. The guinea-pig inoculation test 
was positive in only 30 of the 35 cases and negative 
in 56. There were five cases, therefore, in which 
the culture method was superior to the guinea-pig 
test. 

Blair and Hallman (2) examined the urine of 6 
patients by both culture and guinea-pig tests; 
but their report does not give the results of the 
examination in these 6 cases separately. They are 
included in a similar study of 38 specimens from 
non-renal sources. 

Haase (12) found the culture positive and 
guinea-pig test negative in 3 cases; but on the 
other hand in g cases the guinea-pig inoculations 
were found to be positive while the cultures were 
negative. The author states that these com- 
parisons were made at a period when he was less 
familiar with the Hohn technique, and therefore 
the culture method was not responsible for the 
discordance in results. When his paper was 
published in 1930, Haase stated that he was 
employing both methods. 

Norton, Thomas and Broom (2) compared the 
guinea-pig inoculation and culture methods in 13 
urine specimens in which the smear was positive. 
Both the guinea-pig and culture methods showed 
positive results in 5 of the 13 cases, but the culture 
alone was positive in 8 of the 13 cases. 

Findings which vary greatly from those of the 
majority of other recent authors appear in a 
recent article of Seidman (23), published in 1933. 
Three mediums were used; viz., Corper and Uyei, 


Petroff, and Sweany. Whenever possible, the 
sediment was treated with all of three reagents: 
6 per cent sulphuric acid, 3 per cent sodium 
hydroxide, and 5 per cent oxalic acid. 

Twenty-five guinea-pigs which were inoculated 
with sediments showing no acid-fast bacilli in the 
direct smear developed tuberculosis. Cultures 
were positive in only 10 of the 25 sediments. On 
the other hand, there were no instances in which 
tubercle bacilli were demonstrated by culture 
while the corresponding guinea-pig was negative 
Therefore the author believes that the culture 
method seems to be less accurate than the guinea- 
pig inoculation method. 

In another paragraph was the statement, ‘the 
culture method did not shorten the time necessary 
for diagnosis.” The earliest visible growth was 
noted in sixteen days, and only 41.6 per cent of 
the cultures were positive four weeks after 
inoculation, while 36.1 per cent of the guinea-pig 
tests were positive. This last observation varies 
greatly from those of others who have studied the 
question and whose results will be cited later. 

Seidman states further on: ‘The cultures are 
inexpensive and easy to handle. They also form 
an interesting check. But for purposes of routine 
clinical laboratory work, the culture method has 
not reached the state of perfection that would 
warrant its substitution for guinea-pig inocula- 
tion.” 

As stated at the beginning of this section of the 
Collective Review, the newer culture method has 
not and should not supplant the older staining or 
guinea-pig inoculation methods. 

In seven of our first series of 57 cases, the smear, 
the guinea-pig inoculation, and the culture 
methods were all negative. 

Before closing this section on the comparative 
value of the culture and guinea-pig inoculation 
methods, some precautions as to the interpreta- 
tion of the culture findings and choice of mediums 
as pointed out by Saenz and Costil are advisable. 
All work should be carried out in a closed room, 
so as to avoid the deposit of acid-fast saprophytic 
bacilli present in dust. The tubes should be kept 
in the incubator for two days before being inocu- 
lated and fresh medium should be prepared every 
eight or ten days. From 6 to 8 tubes should be 
inoculated with about 0.5 c. cm. per tube of 
sediment previously treated by the Loewenstein- 
Hohn technique. In order to differentiate atypical 
strains of tubercle bacilli, two additional tubes 
containing 1 per cent glycerine should be used. 
The Loewenstein and the Petragnagni mediums 
are not only very sensitive but permit the dis- 
tinction between the bovine, human, and avian 
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types by means of the appearance of the primary 
culture. Coagulation of the mediums by dry heat 
aids in the differentiation of the type of tubercle 
bacillus. If contamination by acid-fast sapro- 
phytes is feared, one-half of the inoculated tubes 
can be kept at ordinary room temperature and 
the others in the incubator. 

There are two groups of acid-fast saprophytes. 
One is found in dust, vegetables, and the water of 
laboratory faucets. The other is found in blood 
from warm-blooded animals, sputum, urine, and 
human blood. The latter group develops only in 
glycerine mediums at incubator temperature. If 
no growth has taken place on the inoculated 
medium at the end of ninety days, the result may 
be considered negative. Every tube should be 
examined at intervals and a smear made from 
every suspicious colony because certain fungi, 
sarcine, and other bacteria of the corynebac- 
terlum group may appear late and present the 
morphology of the colonies of the tubercle 
bacillus. 

With certain exceptions, every guinea pig 
should be killed within three months after 
inoculation, unless death takes place before from 
tuberculosis. The development of tuberculosis in 
a guinea pig inoculated from six to twelve months 
previously indicates spontaneous infection if no 
other means of infection, such as ulceration or 
abscess formation at the site of inoculation and 
corresponding tuberculous inguinal and lumbar 
lymph nodes, are found. Such a spontaneous 
infection can follow cohabitation with infected 
animals or the ingestion of infected food. Saenz 
and Costil at the Pasteur Institute found that 
during a period of three years, 15 of 187 newborn 
guinea pigs left for variable intervals in contact 
with or near infected animals (in a large room con- 
taining 3,000 guinea pigs in cages) developed 
spontaneous tuberculosis. 


III. COMPARATIVE VALUE OF 
SMEARS 


CULTURE AND 
The results of various authors, although in dis- 
cordance in a small number of cases, show in 
general the superiority of the culture over the 
smear method of search for tubercle bacilli in the 
urinary sediment in suspected renal tuberculosis. 
Hohn (14), in his 1926 paper, reported the 
examination of the urine of 20 patients. The 
culture was positive in all 20 (100 per cent) of the 
cases and the smear positive in only 7 (35 per 
cent). In his 1932 paper (15) he states that the 
culture was superior in 70 per cent of the cases. 
Brechmann (5), in 51 cases, found the culture 
positive in 15 and the smear positive in only ro. 


Van Riemsdijk, in 25 cases, found the culture 
positive in 14 and the smear positive in only 9. 

Von Huth and Lieberthal, in 300 cases, found 
the culture positive in all and the smear positive 
in only 250. 

Lundquist (17) examined the urine of 31 pa- 
tients. The culture was positive in 16 and the 
smear negative in all of the 16 cases. 

Eisendrath, Saenz and Costil, in their first 
series examined the urine of 57 patients. The 
smear and culture both were negative in 27. 
Guinea-pig inoculation was also negative in 7 of 
these 27 cases. The culture was positive in 30, 
and the smear positive in only 20 of these 30. In 
the second series 13 additional cases were ex- 
amined; the culture was positive and the smear 
negative in 5. 

Fischer and Urgoiti (11) had the following re- 
sults in comparing the smear and culture methods 
in the search for tubercle bacilli in the urine: 
The smear was positive in 25 (12.3 per cent) of 308 
specimens. The culture was positive in 106 (46 
per cent) of 227 specimens. Colonies were visible 
as early as from the tenth to the fourteenth day, 
but occasionally only at the end of twelve weeks. 
The authors advise that a smear should be made 
from the surface of the inoculated tube, even 
when there are no visible colonies. This ‘“micro- 
colony” method of examination has already been 
mentioned. 

Miraglia (18) in 19 cases found the smear from 
sputum, pus, urine, and cerebrospinal fluid posi- 
tive in 33.3 per cent of the cases and the culture 
positive in 61 per cent. 

Seidman (23) found the smear positive but the 
culture negative in 14 cases. This is a larger ratio 
of negative cultures with positive stain than in 
any of the preceding reports. His results of com- 
paring the culture and guinea-pig tests have been 
given. 

Haase (12) found 45 positive cultures among 
500 cultures on the Hohn medium. In 31 of the 
former the microscopic examination of the smear 
proved negative. In the 31 cases, the urine was 
examined in 14, the pus in 10, the sputum in 5, 
the prostatic secretion in 1, and the ascitic fluid in 
1; therefore the culture was superior in 68 per cent 
of the cases. In two cases, the culture was nega- 
tive but the smear positive. In a number of cases, 
the culture was positive as early as five days after 
inoculation. The culture was considered negative 
when there was no growth at the end of fifty days 

Norton, Thomas, and Broom examined nearly 
400 specimens, of which 178 were urine. Among 
the latter, the culture was positive in 18 cases 
in which the smear was negative. 
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Ascoli (1) in examining the urine of 29 patients 
found that the microculture was positive but the 
smear negative in 6 instances. The average 
length of time that elapsed before the micro- 
culture was positive in 19 cases was twelve days, 
and the earliest positive finding required 7 days. 
All of his positive-culture cases were confirmed by 
operation. 

Bochkor (3), in examining the urine of 41 
patients, found the smear positive in all and the 
culture positive in 40. The variance was due to 
contamination of one culture tube by other non- 
tuberculous organisms in the urine, which cover 
the entire surface of the medium in twenty-four 
hours unless the sediment is previously treated. 


INTERPRETATION OF SMEARS IN WHICH ACID-FAST 
BACILLI ARE FOUND 


By prolonged search and good staining tech- 
nique, tubercle bacilli can be found in the ureteral 
urine by the smear method in from 85 to go per 
cent of the cases of renal tuberculosis. Thomas, 
in a relatively large series of cases, found the 
bacilli in the mixed or bladder urine in 77 per 
cent of the cases and in the ureteral urine in 93 
per cent. It is beyond the scope of this review 
to take up the question of whether the presence 
of tubercle bacilli in the ureteral urine always 
denotes renal tuberculosis and is an indication for 
nephrectomy. When acid-fast bacilli are found 
in a smear, it must be certain that every pre- 
caution has been taken to exclude contamination 
by acid-fast saprophytes. They have been found 
on slides, on laboratory glassware, in tap water, 
and in chemical reagents used in preparing the 
smear. Saenz insists that only new slides, pre- 
viously immersed for several minutes in a strong 
acid-alcohol solution, should be employed for 
smears. In addition, after having been dried, the 
slides should be passed through the flame of a 
Bunsen burner. Slides previously used may con- 
serve acid-fast saprophytes on their surfaces until 
thoroughly heated. Ordinary tap water or dis- 
tilled water which has been kept in the laboratory 
for some time must never be used, because of the 
presence of saprophytic acid-fast bacilli in such 
liquids. This was shown to be the case by Saenz 
and Costil in a series of experiments at the 
Pasteur Institute. These acid-fast saprophytes 
cannot be distinguished from tubercle bacilli. 
Previously used and insufficiently cleansed centri- 
fuge tubes may contain dead acid-fast bacilli in 
large numbers. It must also be borne in mind 
that acid-fast bacilli can adhere to the immersion 
lens, if it is improperly cleaned after examination 
of a smear. The immersion oil dropper should 


never be allowed to touch a smear, Jest acid-fast 
bacilli be transported to the bottle. Aside from 
acid-fast saprophytes of the myobacterium type, 
there are certain fungi, corynebacteria, and all 
spores which are acid resistant. 

An important fact to bear in mind in the search 
for tubercle bacilli in the urine from a case of sus- 
pected renal tuberculosis is that one must never 
be content with a single examination of the centri- 
fuged sediment by any or all of the three methods, 
smear, culture, and guinea-pig test. It is not an 
uncommon experience to encounter one of the 
following combinations: (a) to find many bacilli 
one day and none a few days later, and (b) to find 
that repeated examinations are negative and then 
suddenly see a few bacilli in the previously nega- 
tive smear or culture. The latter combination 
may be true also of the guinea-pig test. These 
diurnal or weekly variations in the elimination of 
bacilli from the kidney were noted in 14 of the 57 
cases of our first series and in 3 of the 13 cases of 
our second series. One of the 14 cases was of 
especial interest. The patient was a girl nineteen 
years of age, who was treated in the Out-patient 
Clinic of the Necker Hospital, in Prof. Legueu’s 
service, for cystitis, although renal tuberculosis 
was repeatedly sought as the origin of the vesical 
symptoms. Smears from the bladder urine made 
on March 16, August 20, and 24, were all negative. 
The same was true of smears made from the 
bladder and right ureteral urine on August 8th. 
Our culture was positive in the microcolony on 
the eighteenth day and there were visible colonies 
on the twenty-sixth day. The smear from the 
bladder urine was positive for the first time on 
September 30, about nineteen days after the 
bacilli had already been found by microculture 
and eleven days after colonies were visible on the 
surface of the tubes inoculated with the bladder 
urine found negative in smears. The removed 
kidney confirmed the bacteriological diagnosis. 
The variation in elimination of the bacilli from 
the tuberculous kidney is directly related to the 
protean manifestations of the disease as observed 
on removed kidneys. Tuberculous foci exist in 
which communication with the renal pelvis is free 
one day and obstructed the next. Again, there are 
cases of the occluded form in which there may be 
complete obstruction of the pelvic outlet for a 
long time and then suddenly a small amount of 
pus escapes. 

The culture method is of especial value in check- 
ing up results in operated cases. It has been 
hitherto believed that the tubercle bacilli would 
disappear from the urine in about six months, 
provided that the remaining kidney was not in- 
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volved nor that a genital focus existed. In our 
first series of 57 cases, the culture was still positive 
in 4 cases, three, four, five, and six years re- 
spectively after operation. In the second series of 
13 cases, the culture was positive in 1 case, ten 
vears after operation by Chevassu. 

In the interpretation of acid-fast bacilli as seen 
in smears or occasionally found on the surface of 
the inoculated culture medium, reference has al- 
ready been made to acid-fast saprophytes. 

Another acid-fast bacillus which theoretically 
might be mistaken for the tubercle bacillus is the 
smegma bacillus. Practically, such confusion 
need not be given serious consideration, although 
some differences in opinion still exist. If the urine 
specimen has been received directly from the 
kidney by ureteral catheterization, contamination 
by smegma bacilli need not be feared because it 
can be taken for granted that the external 
genitalia in both sexes have been thoroughly 
cleansed preparatory to the introduction of the 
cystoscope. It is only in cases presenting mixed 
or bladder urine in which the patient has not been 
catheterized but has voided spontaneously, that 
smegma bacilli might be included in the specimen. 

Only one recent paper (6) by Capuani refers to 
the resemblance in morphology of the smegma and 
tubercle bacilli. Capuani stated also that a 


twenty-five-minute exposure to a 33 per cent 
solution of sulphuric acid is needed to kill the 
smegma bacilli. The latter can be grown easily 
on egg mediums and develop more rapidly than 


the tubercle bacilli. 

Dimtza (9) advises a control of the most fre- 
quently employed Ziehl-Neelsen stain by using 
also a Gram stain to eliminate the smegma 
bacillus, if there is any doubt about the morphol- 
ogy of the acid-fast bacilli. In two cases in which 
smegma bacilli were found in the smear, they were 
killed by using the same concentration, from 10 
to 12 per cent, of sulphuric-acid solution as is em- 
ployed in the elimination of the most common 
contaminating organisms, such as streptococci, 
staphylococci, and bacilli coli, in the Loewenstein- 
Hohn technique previously referred to. Dimtza 
is of the opinion that it is very difficult to obtain 
cultures of the smegma bacillus. After a twenty 
minute exposure to the action of a 1o per cent 
sulphuric-acid solution, the smegma bacilli tubes 
showed only a very slight growth. After from 
twenty to thirty minutes’ action of 12 or 15 per 
cent solution of the same acid there was no 
growth, and therefore he believes that for all 
practical purposes, the smegma bacilli need not 
be considered when the sediment has been treated 
according to the Loewenstein-Hohn technique. 


Von Huth and Lieberthal in 1,200 cultures from 
cases of suspected renal tuberculosis never found 
smegma bacilli when smears were made in associa- 
tion with either the Ziehl-Neelsen or Osol staining 
techniques. As they were never found in the 1,200 
cultures, the presence of the acid-fast smegma 
bacillus is not to be feared either in smears or 
cultures. The same authors stained 45 specimens 
of smegma without finding bacilli. 

Bochkor (3) was unable to find smegma bacilli 
in 41 cases in which the smear for tubercle bacilli 
was positive, and in 40 of the 41 in which the 
culture was positive. 

In view of the observations in the last two 
papers, a possible confusion of smegma and 
tubercle bacilli can practically be excluded. In 
case of doubt, a guinea-pig inoculation should be 
carried out. 


IV. COMPARISON OF SMEAR, CULTURE, AND GUINEA- 
PIG INOCULATION 


As yet there are comparatively few reports in 
which these three methods were used in the 
search for tubercle bacilli in cases of suspected 
renal tuberculosis. Seidman found both the smear 
and culture negative in 15 cases, and the guinea- 
pig test positive in all 15. Hirschberg (13) ex- 
amined 69 specimens, composed of tissue, spinal 
fluid, and urine. In the 7 urine specimens the 
smear and guinea-pig test were negative in four, 
and the culture positive. In 2 cases, the smear 
was positive but the other two methods gave 
negative results. In one case the smear was 
negative but the culture and the guinea-pig test 
were positive. 

Dimtza used the culture method in the ex- 
amination of 300 cases. In 114 of these, the speci- 
men examined was urine. Of the total of 300 
cultures, 219 were negative and 81 positive. In 
the latter cases, the smear was positive in 58 or 
72 per cent, the guinea-pig inoculation test was 
positive in 76 or 94 per cent, and the cultures 
were positive in 80 or 98 per cent. There were six 
of these examinations in which the results were 
at variance: 


Culture 
Negative 
Negative 
Positive 


Smear 
Positive 
Negative 
Negative 


Guinea-pig 
Negative 
Positive 

Negative 


I case 
I case 
4 cases 


Nasta and his associates (19) examined the 
urine of 20 patients in whom the diagnosis of 
renal tuberculosis was confirmed by operation. 
The smear was positive in only 5 (25 per cent), 
whereas the culture was positive in all of the 20 
(100 per cent). In two of the cases in which the 
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culture was positive and in which the guinea-pig 
test was also employed, the latter was equally 
positive. 

No effort has been made to give any details as 
to the technique of preparation of the various 
mediums employed in cultivating tubercle bacilli 
found in urine specimens. These details, as well 
as a description of how such specimens should be 
treated before being inoculated to exclude con- 
tamination, is beyond the scope of a collective 
review, which aims only to evaluate the newer 
culture method of diagnosis from the clinical point 
of view and compare it with the older smear and 
guinea-pig inoculation methods. 


SUMMARY 


Staining of smears of the centrifuged urinary 
sediment alone, and followed by inoculation into 
guinea-pigs, have until 1924 constituted the two 
most frequent methods employed in the bac- 
teriological diagnosis of renal tuberculosis. Since 
1924, when Loewenstein showed that contamina- 
tion of the mediums used for cultivation of 
tubercle bacilli could be eliminated by treatment 
of the urinary sediment with sulphuric-acid solu- 
tion, the culture method has been so simplified 
that it is possible to use it as an almost routine 
laboratory procedure in addition to the smear 
and guinea-pig methods. 

The author believes that the two mediums 
commonly employed by Saenz and Costil of the 
Pasteur Institute in Paris will give a larger per- 
centage of positive results than any other. The 
preparation of these two mediums, the Loewen- 
stein and the Saenz modification of the Petra- 
gnagni, as well as the method of treatment of the 
urinary sediment before inoculation, can be found 
in a recent monograph by Saenz and Costil and 
in publications by other bacteriologists. 

In a comparison of the culture and guinea-pig 
inoculation methods it must be kept in mind that 
only a few, from 1 to 1o tubercle bacilli are 
necessary to produce a positive result with both 
of these methods, whereas according to Corper, 
as many as 100,000 bacilli per c. cm. must be 
present in order to be seen under the microscope 
in a smear of urinary sediment. 

Clinically, it is advisable to employ both the 
culture and guinea-pig methods, because the for- 
mer excludes the possibility of death of the 
guinea-pigs from spontaneous tuberculosis or 
intercurrent infections. The culture method, 
with rare exceptions, gives more rapid results, 
especially if a smear is made from the surface of 
the inoculated medium before the colonies are 
visible. 
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Various contributions are cited which show 
that a positive culture result can be obtained as 
early as the fifth day after inoculation of the 
medium. The average period is from 12 to 14 
days, seldom later, at which time visible colonies 
also appear. It is usually necessary to wait six 
weeks to obtain a positive result from a guinea-pig 
test. 

One must always remember that there is 
marked variation in some cases in the elimination 
of tubercle bacilli from a renal focus. This is in 
direct relation to the changes in the lesions them- 
selves. The various bacteriological tests may be 
negative on one or several successive days and 
positive a few days or weeks later. 

In the interpretation of smears as well as of 
cultures, the possibility of contamination by acid- 
fast saprophytes as well as by smegma bacilli 
must be borne in mind. As to the latter, however, 
such confusion is more theoretical than real. 

According to the various contributions a com- 
parison of the culture and smear tests shows be- 
yond all doubt that the culture method is the 
better. 

Relatively few studies are found in which a 
comparison of the three methods (smear, culture, 
and guinea-pig inoculation test) has been carried 
out. They show, however, that it is advisable to 
employ all of these methods in the doubtful 
cases. 
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Mullen, T. F.: Internal Derangement of the 
Temporomandibular Joint. West. J. Surg., 
Obst. & Gynec., 1937, 45: 181. 


The temporomandibular joint has become func- 
tionally and architecturally complicated during the 
long developmental change from primitive forms. 
A description of its anatomy explains three possible 
movements: hinge, gliding, and oblique. This article 
deals with the disability known as “snapping jaw” 
in which there is a disturbance of the normal rela- 
tions of the condyle, meniscus, and articular emi- 
nence on closing the jaw. The condition is rather 
frequent; is seen usually in young adults, especially 
women; and is bilateral in one third of the cases. It 
results from a relaxation of the extrinsic ligaments 
of the joint, either primary or due to arthritis of the 
joint. The chief primary cause is trauma, and this 
is not infrequently the result of dental procedures 
and stretching of the lower jaw under anesthesia, as 
from mouth gags during tonsillectomy. IIl-fitting 
dental plates, arthritic processes in the joints or 
pterygoid muscles may cause a continued strain 
which produces the condition. The condition in- 
cludes inflammatory changes in the joint structures 
with relaxation of the capsule and dislocation or 
other changes in the meniscus. 

The symptoms include a cracking or snapping of 
the joint which varies in frequency and degree. 
Severe pain is rare unless there is spasmodic con- 
tracture of the jaw muscles. One distressing symp- 
tom is locking of the joint with the mouth. either 
open or closed. 

The treatment in the early stages is conservative, 
with the use of rest, heat, and salicylates. Manipu- 
lation will practically always overcome any locking. 
Abnormalities of occlusion should be corrected by 
elastic bands on the teeth or other dental procedures. 
Injections of irritating substances into the joint for 
the purpose of tightening the capsule have been rec- 
ommended. 

Operation is indicated when persistent subluxa- 
tion and locking occur, when the snapping is loud 
enough to be annoying, and when conservative 
measures have failed. Excision of the condyle is 
probably unnecessary. Excision or plication of the 
capsule and removal of all or part of the meniscus 
are the commonest operations. The proper proce- 
dure is dependent on the condition found after 
exposing the joint. This is done best with a straight 
incision in front of the ear with care to avoid the 
temporal branch of the facial nerve. 

CuestTER C. Guy, M.D. 
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Worth, H. M.: Tumors of the Jaw. Brit. J. Radiol., 
1937, 10: 223. 


This article deals principally with tumors occur- 
ring in the jaws because of the presence of dental 
tissue. The local type of osteitis fibrosa is described 
also. The tumors of dental origin are termed 
“odontomes”’; dental and dentigerous cysts are in- 
cluded among these tumors, which is not in accord- 
ance with the American custom. The following is 
the classification of the author: 

Epithelial odontomes arising from the dental epi- 
thelium alone: dental cysts, dentigerous cysts, and 
multilocular cysts. 

Composite odontomes arising from the dental 
epithelium and dental mesoblastic tissue: complex 
odontomes, compound odontomes, geminated odon- 
tomes, and dilated odontomes. 

The description of dental cyst includes both what 
we term a radicular cyst and a follicular cyst without 
tooth formation. Attention is called to the fact that 
in the presence of secondary infection and suppura- 
tion the typical cystic cortex may have been de- 
stroyed, and that it is sometimes difficult to dis- 
tinguish a cyst from the maxillary sinus. The cyst 
has a cortex which is usually more sharply defined 
and less wide than the antral wall; the cyst out- 
line is sometimes more of a true circle than the 
antral wall. 

The dentigerous cyst is less common and occurs in 
younger patients; it may be multiple. The multi- 
locular cyst is the adamantinoma occurring as the 
solid and cystic type. The first presents a honey- 
comb appearance which may be mistaken for an 
osteoclastoma. The latter occurs with the margin 
of bone clearly defined, not corticated and with 
irregular trabeculation; and, as the true multilocular 
type with clearly defined cavities, it not uncom- 
monly contains a tooth. 

Complex odontomes are irregular masses of 
enamel, dentine, and cementum, with a fibrous cap- 
sule seen as a dark line surrounding the calcified 
structure. Composite odontomes are made up of 
any number of separate structures resembling badly 
formed teeth. They may be cystic or they may 
resemble the complex type when they are encap- 
sulated. Geminated odontomes are caused by the 
fusion of two teeth. Dilated odontomes are in one 
part, the root, which may be bulbous, clubbed, mush- 
roomed, or hollowed out. 

Osteitis fibrosa, the local type, is by no means rare. 
The author distinguishes three varieties: 

The first occurs in the maxilla of young patients 
and results in a swelling of the molar and premolar 
region. The newly formed bone has a uniform den- 
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sity, is stippled like the peel of an orange, and at 
operation is found to be quite soft. 

The second, which is found in older patients, forms 
new bone from the border of the maxilla, and inter- 
feres with the closing of the mouth. It is dense and 
structureless and very hard. 

The third occurs in the mandible, which shows an 
increase in depth. The roentgenogram shows a 
‘“‘ground glass,” “granular,” or stippled formation. 
There may or may not be areas of rarefaction. The 
bone is found to be hard at operation. In all cases 
the histological structure is that of osteitis fibrosa. 

The article takes up principally the roentgen 
diagnosis of these lesions. The illustrations, twenty 
roentgenograms, are excellent. 

Kurt H. Tooma, M.D. 


Phemister, D. B., and Grimson, K. S.: Fibrous 
Osteoma of the Jaws. Ann. Surg., 1937, 105: 564. 


Tumors of the jaws should be considered apart 
from tumors of bone in general, particularly because 
they are preformed in the membrane instead of the 
cartilage. Benign tumors that contain cartilage and 
ossify through cartilage may arise in the jaws, how- 
ever, because of embryonic cartilage rests. In the 
maxilla they may arise from a cartilaginous mass 
developing in the malar process or the adjoining 
cartilaginous nasal capsule; in the mandible, from 
a remnant of Meckel’s cartilage behind and below the 
incisor teeth, or the accessory cartilages along the 
posterior edge of the ramus and the anterior edge of 
the coronoid processes, and at the symphysis. 

The great majority of ossifying tumors of the jaws 
are free from cartilage and consist of fibrous tissue 
and bone. These tumors have been described in the 


literature as fibrous osteomas, or ossifying fibromas, 


or osteofibromas. Thirteen cases presenting such 
lesions, four in the maxilla, eight in the mandible, 
and one in both bones, are presented by the authors, 
and two other cases reported by Montgomery are 
reviewed. A general discussion of the cases reported 
in the literature showed that in addition to the above 
terms articles appear with the heading osteoma, 
exostosis, hypertrophic localized osteitis, osteodys- 
trophia fibrosa localista, and localized osteitis 
fibrosa; also that these tumors occur between the 
ages of eight and thirty-two, the highest age of onset 
being fifty-four. Only three cases were followed for 
more than one year, and seven years was the longest 
period of observation. In nineteen cases the lesion 
occurred in the maxilla; in seven, in the body of 
either side of the mandible; in one, in both maxilla 
and mandible on one side. No cases were reported 
to have undergone sarcomatous changes. Very small 
cysts were found in two cases, a small number of 
giant cells in five, and myxomatous areas in one case. 
Trabeculz of new bone in a mosaic pattern and 
fibrous marrow spaces were mentioned in all reports. 
There was a history of trauma in two cases, caries of 
teeth and extraction in eleven, and pharyngeal infec- 
tion in three. In ten cases it was stated the remain 
ing skeleton showed no other bone disease. The 


blood calcium which was analyzed only in one case 
showed moderate hypocalcemia. 

In the authors’ cases no abnormalities in the re- 
maining skeleton or blood calcium and phosphorus 
were found. Cysts were absent and giant cells in- 
frequent. The tumors are not related to osteitis 
or osteodystrophia fibrosa generalisata, Paget’s 
disease, or epulis. Though the etiology is unde- 
termined these tumors have a relationship to mem- 
brane preformed bone which is parallel to the rela- 
tionship of benign cartilaginous tumors and exostoses 
to cartilage preformed bone. 

A study of the histology brings out the great 
variability in the amount of fibrous and osseous 
tissue. Some tumors are composed of rather mature 
bone trabecule with partly fibrosed marrow; others 
have islands of fibrous tissue undergoing varying 
degrees of ossification and calcification. There may 
also be areas of myxomatous tissue, as found in three 
cases, and giant cells, as found in two cases. A 
minute trace of cartilage was observed in one case. 
Round-cell infiltration and other inflammatory 
changes were absent. The more mature tumors are 
better called fibrous osteomas, and those in which 
fibrous tissue and immature bone predominate 
should be called ossifying fibromas. 

The treatment recommended in the literature 
varies. Some writers report benefit from radium 
treatment, but point out the danger of bone necrosis 
and slough following this ‘treatment. The authors 
state that the early treatment by massive resections, 
which was very disfiguring and carried a high mor- 
tality, is no longer justified in view of the benign 
nature of the lesion. Biopsy should be performed to 
establish this benign nature definitely. The lesion 
should then be removed operatively as thoroughly 
as possible without great destruction of the jaw bone 
in diffuse involvement. Small tumors should be 
excised completely. The operation, however, may 
not cure the patient; when recurrence takes place, 
partial or total resection is indicated. 

Irradiation was used in six cases of incomplete 
excision. The doses of roentgen therapy varied from 
510 to 1,465 roentgen units; one patient received 
over a period of time first 3,883, later 824, roentgen 
units. One of the patients was markedly, another 
moderately, benefited. Four were treated too 
recently to warrant an expression of opinion. Ac- 
cording to the experience of the authors roentgen 
therapy is beneficial in controlling portions of the 
tumor not removed at operation. 

Kurt H. Tuoma, M.D. 
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Fincham, E. F.: The Mechanism of Accommoda- 
tion. Brit. J. Ophth., 1937, Monograph Supp. VIII 
This monograph represents largely a systematic 
arrangement of an investigation on the mechanism 
of accommodation previously reported by the 
author. The various theories are discussed, and the 
anatomical peculiarities of the ciliary body and lens 
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are described in detail. Much experimental evidence 
is presented. 

The author believes that there is sufficient proof 
that accommodation is brought about by a reduction 
in the tension under which the lens is suspended. As 
evidence for this view he submits the following: 

The anatomy of the ciliary muscle suggested that 
its inner portion acts as a form of sphincter muscle, 
so that in contraction the ciliary corona from which 
the lens is suspended from the zonula is reduced in 
diameter. 

This conclusion was verified by the records of the 
movements of the inner edge of the ciliary body ina 
case of aniridia. 

The lens was displaced in the direction of gravity 
during great efforts of accommodation; its position 
was not affected by gravity in the unaccommodated 
state. 

In the case of an eye with an empty lens capsule 
which was reported in detail, the difference between 
the tautness of the capsule in the unaccommodated 
state and the slackness during an effort of accommo- 
dation, could be accounted for only by the relaxa- 
tion of the tension under which the capsule was be- 
ing held. 

In the dissection of the eye of a child in whom the 
lens was found to be in the unaccommodated form 
after the removal of the cornea and iris, the anterior 
surface of the lens assumed a form consistent with 
an accommodation of 14 diopters when the suspen- 
sions of the lens were severed. 

This evidence indicated the general truth of 
the Helmholz theory of accommodation. However, 
this rather widely accepted theory does not explain 
the conoidal form of the anterior lens surface during 
accommodation nor the loss of accommodation 
with age. From theoretical and experimental data 
the author concludes that when the tension of the 
anterior lens capsule is released by contraction of 
the ciliary muscle, the capsule presses upon the soft 
lens substance and moulds it into the accommodated 
form by compressing it at the equator and in those 
regions where the capsule is thickest, allowing it to 
bulge in the thinner parts. This is quite compatible 
with the loss of accommodation with age, as the 
hardening lens gradually becomes less susceptible 
to the pressure of the capsule. While there may be 
some loss in power of the ciliary muscle in the 
senile eye, it does not seem sufficient to explain the 
early onset and gradually progressive change en- 
countered. Wiruram A. Mann, M.D. 


Tillema, A.: Traumatic Glaucoma: An Anatomical 
and Clinical Study. Arch. Ophth., 1937, 17: 586. 


Only two anatomical descriptions of traumatic 
glaucoma have been published (Garnier, 1891; 
Morax, 1922). A few cases are reported in which 
the eyeball had to be removed after contusion. The 
selection of the cases from the literature was made 
in such a way as to exclude the possibility of intra- 
ocular infection. Two additional cases are added 
by the author. 
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Garnier stated that the iris, as well as the angle of 
the anterior chamber, was normal; and his observa- 
tions closely resemble the microscopic observations 
in the author’s cases. 

In the two cases reported the globe was cut into 
serial sections, and every tenth section was stained 
with iron hematoxylin or by Van Gieson’s method 
Intermediate sections were prepared later for special 
purposes. The microscopic findings were described 
in great detail, and were accompanied by many 
excellent photomicrographs. 

There was no sign of a perforating wound or of 
infection in either case. The pathological changes 
were divided into two groups, a large group of de- 
structive changes and a smaller group of regenerative 
changes. The destructive changes that were caused 
directly by the trauma were separated from the 
others, as they were the most likely to give the key 
to the problem of traumatic glaucoma. 

All formation of new vessels and scar tissue, and 
all transport of debris were regarded as regenerative 
changes. Formation of new vessels was seen only in 
the cornea in the first case. Formation of scar tissue 
was seen in the choroid and sclera. Transport of 
debris was seen in many places, more especially in 
the vitreous and around the vessels in the sclera. 
Numerous loose pigment granules partly hematoge- 
nous and partly derived from the uvea, usually 
occurred together, but pigment around the vorticose 
veins was almost exclusively hematogenous. Growth 
of lenticular epithelium along the torn capsule and 
the anterior part of the hyloid membrane was ob- 
served in one case, illustrating that the lens itself 
is a living tissue. 

The remaining changes were destructive, as some 
of them have been observed in eyes that have never 
been injured. It was unlikely that the-e changes 
constituted a primary factor in the origin of trau- 
matic glaucoma. After discussion of the various 
changes the author summarized those which were 
probably directly related to the accident, as follows: 
partial rupture of the sclera, pectinate ligament, 
lamina cribrosa, and optic nerve; tear and partial 
necrosis of the iris; necrosis of the ciliary body; rup- 
ture of the choroid and retina; rupture of the ciliary 
and vortex vessels in the inner layers of the sclera 
which is probably related to rupture of the sclera; 
subluxation of the lens; and isolated degeneration 
of bundles of the ciliary nerves. Hemorrhage into 
the vitreous may have occurred immediately or later. 

Five cases of traumatic glaucoma were observed, 
and the findings were described. The findings in 
these cases were compared with those in several 
cases of simple contusion. In fifteen cases of simple 
contusion slight intra-ocular lesions and a varying 
degree of instability of tension were present. Insta 
bility of tension without any visible intra-ocular 
injury was observed in seven cases. From the com 
parison one may conclude that from the most 
severe cases of traumatic glaucoma to the simplest 
cases of contusion every intermediate stage of 
severity of the intra-ocular injury, and instability 
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of tension is found. Instability of tension causing 
no visible injury to the inner part of the eye may 
occur in young patients with normal eyes after 
contusion. 

Other cases were added from the literature which 
were not described as traumatic glaucoma but which 
may be regarded as such; these cases were grouped 
according to the accuracy of the description. The 
number of intra-ocular hemorrhages, dislocations of 
the lens, and pathological changes in the choroid 
and retina ran parallel with the course and severity 
of the disease. Dislocation of the lens was accom- 
panied by other severe intra-ocular damage and con- 
stituted a symptom of the disease but not its cause. 
In the presence of lens dislocation an unfavorable 
course indicated the presence of other serious lesions, 
and was therefore of prognostic significance only. 

The difference between cases of traumatic glau- 
coma and cases of simple contusion was the presence 
of serious intra-ocular lesions in the former. A pre- 
disposition to glaucoma or retrobulbar obstruction 
was rejected as a factor in the cause of traumatic 
glaucoma. While intra-ocular hemorrhage could be 
a bar to normal filtration, hemorrhage could not be 
a frequent cause. Iridodialysis was an unlikely factor 
in the increase of tension. Paralysis of the ocular 
motor nerve was not accompanied by glaucoma, and 
therefore paralysis of the ciliary muscle through 
tearing could not be the cause. Vascular lesions 
could not have been the cause because the collateral 
circulation was good and because the vascular 
lesions alone did not greatly influence the circu- 
lation. 

Hegner found that when the lens was completely 
dislocated glaucoma was less frequent than in cases 
of dislocation into the anterior chamber; but dis- 
location of the lens alone was no direct cause for 
glaucoma. 

The influence of lesions of the nervous system 
was demonstrated by the occurrence of glaucoma 
with herpes zoster. Experimentally, also there was 
evidence to demonstrate nervous influence. Garnier 
deduced the presence of lesions in the nervous 
system from the presence of corneal anesthesia. 
Their presence must also be surmised in cases of 
traumatic glaucoma without visible signs of injury. 
Simple hypertony and hypotony could be regarded 
as the reaction of the normal mechanism to a blow, 
whereas traumatic glaucoma was the pathological 
reaction. In the former the healthy neurovascular 
system readjusted itself; in the latter it was ham- 
pered by lesions in the nervous system such as 
Tillema described microscopically. 

The presence of the more serious lesions of the eye 
made the prognosis more doubtful, especially the 
presence of dislocation of the lens and hemorrhage 
into the vitreous. 

In cases of simple hypertony and hypotony the 
application of a protective bandage was all that was 
necessary. As glaucoma may develop in any case it 
was inadvisable to use mydriatics. The indication 
for the administration was not clear. Patients were 
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warned against exertion for one week, as severe 
hemorrhage has occurred with serious damage to 
vision, 

In many cases an attack of acute glaucoma was 
favorably influenced by pilocarpine and physostig- 
mine or, if these did not suffice, paracentesis of the 
anterior chamber gave good results. If this was not 
adequate irridectomy was indicated; irridectomy 
was preferred in older patients. 

It was difficult to outline a definite course of treat- 
ment, because the cases in which the result of treat- 
ment was unfavorable were also the cases in which 
injury was most serious. The operations for glau- 
coma may be tried in turn as conditions indicate. 

Epwarp S. Pratt, M.D. 


EAR 


Nielsen, J. M., and Courville, C. B.: Intracranial 
Complications of Otogenous Thrombosis of 
the Lateral Sinus. Ann. Otol., Rhinol. & Laryngol. 
1937, 46: 13. : 

The authors state that the intracranial complica- 
tions of otogenous thrombosis of the lateral sinus 
are usually due to venous obstruction or to retro- 
grade extension of infection into the afferent vessels 
and from there into the meninges or brain. The 
anatomical arrangement of the intracranial venous 
system accounts largely for the distribution and 
character of many of these lesions. 

The intracranial lesions which may follow throm- 
bosis of the lateral sinus may be benign and transi- 
tory, as local edema of the meninges and the brain; 
or serous and reactive, as meningitis; or they may 
be malignant and often fatal, as subdural abscess or 
hemorrhage, septic meningitis, inflammation ex- 
tending into other venous channels with red soft- 
ening, so-called non-suppurative encephalitis, or 
abscess formation. 

All focal lesions, such as edema, red softening, and 
subdural or encephalic abscess, may be found in 
almost any part of the intracranial space because of 
the communications in various parts of the venous 
system. 

In most of the fatal cases of otogenous throm- 
bosis of the lateral sinus some other intracranial 
lesion is found at autopsy. These lesions may be 
coincidental, developing as a result of extension 
along some other path from the middle ear; or con- 
sequential, due directly to the thrombus in the 
lateral sinus. 

Transitory cerebral or cerebellar symptoms result 
from stasis in the local veins, as local edema of the 
cortex or meningitis; from non-infected thrombosis 
or red softening; or from infected thrombosis, or 
septic meningitis and subdural orencephalic abscess, 
of these veins. 

Transitory symptoms may follow abrupt or 
operative occlusion of the lateral sinus or jugular 
vein if there is no pre-existing thrombus in the sinus. 

The character and location of a localized menin- 
geal and cerebral lesion is determined by a study of 
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the neurological symptoms and signs, and a survey 
of the clinical course of the lesion. 
James C. BRASWELL, M.D. 


MOUTH 


Edling, L.: Recent Results from Teleradium Ir- 
radiation of Buccal and Jaw Carcinoma at the 
Clinic of Radiology in Lund (Bisherige Resultate 
von Teleradiumbestrahlung beim Buccal—und 
Kieferkarzinom an der radiologischen Klinik in 
Lund). Acta radiol., 1937, 18: 97. 


During the last ten years irradiation therapy has 
become the method of choice in the treatment of oral 
carcinoma. It presents certain difficulties: 

1. In case of carcinoma of the cheek there is 
danger of overdose on account of the thinness of 
the soft tissue; this may result in disintegration. 

2. In case of carcinoma of the mandible the car- 
cinoma develops in the thin gingiva bordering the 
radiosensitive periosteum. Too large doses of treat- 
ment may lead to bone necrosis, especially in the 
presence of gingival or dental infection. 

3. As regional metastases occur early in oral 
carcinoma a permanent cure is not obtained very 
easily. The material was therefore placed in three 
groups: Group 1, cases without palpable metastases; 
Group 2, cases with palpable, but movable metas- 
tases; and Group 3, cases with fixed metastases. 

From 1925 to 1935 the following cases received 
treatment: 

Thirty-eight cases of carcinoma of the cheek. Of 
this group 22 (57.9 per cent) occurred in men, and 
16 (42.1 per cent) occurred in women. Twenty-six 
of the patients were between fifty-one and seventy 
years of age. Sixteen cases belonged to Group 1, 9 to 
Group 2, and 13 to Group 3. In sixteen cases the 
carcinoma was small; in 1o it included practically 
the entire buccal mucosa; and in 12 it involved 
neighboring structures, such as the alveolar process. 
Of the 38 patients, 12 (31.5 per cent) were cured; 
8 in Group 1, 3 in Group 2, and 1 in Group 3. Two 
more patients were cured, but they died from other 
diseases after four and one-half and one and two- 
thirds years. There were 22 five-year cures of which 
7 (30.8 per cent) were permanent. 

Forty-one cases of mandibular, or gingival, car- 
cinoma. Of this group 33 occurred in men and 7 in 
women. Nine were from fifty-one to sixty years of 
age, 9 from sixty-one to seventy years, and 18 from 
seventy-one to eighty years. Sixteen cases belonged 
to Group 1, 17 to Group 2, and 8 to Group 3. 
Nine (22.5 per cent) were cured: 6 in Group 1, and 
3 in Group 3. Two others were cured, but they died 
of other diseases after three and one-half and three 
and two-thirds years. In four cases the tumors were 
small; in 18 they involved five or six teeth, in 18 
they involved the entire half oi the jaw, the floor of 
the mouth, or the tongue. In 26 of these cases there 
were only three (11.5 per cent) five-year cures. The 
writer believes this poor showing was due to the ad- 
vanced age of the patients, the large size of the 
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tumors, and the many regional and often inoperable 
metastases. 

The treatment consisted of teleradium combined 
with other measures, such as roentgen therapy, 
electro-endothermy, surgery, and intubation with 
radium needles. Many of the cases were so far ad- 
vanced that in other clinics they would not have been 
accepted for treatment. Kurt H. Tuoma, M.D. 


NECK 


Quervain, F. de, and Giordanengo, G.: Acute and 
Subacute Non-suppurative Thyroiditis (Die 
akute und subakute nichteitrige Thyreoiditis). 
Mitt. a. d. Grenzgeb. d. Med. u. Chir., 1936, 44: 538. 

The authors report eight new cases of acute or 
subacute non-suppurative inflammation of the thy- 
roid gland showing the histological characteristics 

which were first described by de Quervain in 1904. 

These characteristics were hyperplasia; desquama- 

tion and degeneration of the epithelium; alteration 

in character and disappearance of the colloid; infil- 
tration of polynuclear leucocytes, small round cells, 
and larger cellular elements into the follicles; pro- 
duction of foreign body giant cells around unresorbed 
colloid cells; appearance of connective-tissue organi- 
zation; and participation of the interstitial tissues 
which varied in the individual case. In three cases 
there was newly formed connective tissue recalling 

Riedel’s form of inflammation of the thyroid gland. 

In five instances the thyroid findings were simply 

those of inflammation. In two cases the thyroid had 

undergone a mild, diffuse enlargement; and in one 
case there was a suggestion of nodule formation in 
addition to the inflammatory changes. In no case 
had purulent breaking down of the tissues occurred. 

A mild grippe was the causative factor in three cases. 

As a rule, acute non-suppurative inflammation of 

the thyroid may be cured spontaneously with allevia- 

tive treatment with preservation of thyroid function. 

Of sixty-two cases only two developed myxedema. 

Myxedema developed more frequently in cases of 

so-called lymphadenoid struma. In seven cases 

Basedow’s disease developed later. When operation 

was performed it was done because the infective 

process was too slow in regressing or because malig- 
nant disease could not be excluded on account of the 
retarded disappearance of the infection. So long as 
malignancy is not determined histologically the 
operative treatment should be conservative. Should 
thyroiditis be diagnosed at operation, an attempt 
should be made to hasten regression of the process 
by means of a partial excision. In the subacute or 
chronic stage the inflammatory process which is 
associated with giant cells may lead to the develop- 
ment of connective tissue resembling that found in 

Riedel’s thyroiditis. It remains for the future to 

determine if the clinical conception of Riedel’s dis- 

ease represents a special histological process or 
merely a term for the dense growth from thyroid 
inflammation of varied origin and histological char- 

acter. (T. NAEGELI). JOHN W. BRENNAN, M.D. 
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Kimball, O. P.: The Prevention of Goiter in Michi- 
gan and Ohio. J. Am. M. Ass., 1937, 108: 860. 

It has been demonstrated that salt can be iodized 
accurately and that a high standard of efficiency 
can be maintained. Iodizing salt has proved to be 
the least expensive and most satisfactory method 
devised to supply deficient food iodine in endemic 
goiter districts. 

This survey shows conclusively that the general 
use of iodized salt is an efficient and safe method of 
goiter prophylaxis. The study in Houghton County, 
Michigan, shows that the discontinuance of iodized 
salt was followed by a marked increase in the inci- 
dence of goiter within three years. 

Every state in which goiter is endemic is advised 
to meet the deficiency of food iodine by the general 
use of iodized salt. It is advisable to have the state 
health department laboratory analyze every brand 
of iodized salt every other year at least, and insist 
on a high standard. An accurate stable product can 
and should be maintained. It is also necessary that 
the health department continue its advice on goiter 
prophylaxis at frequent intervals. Otherwise, in- 
terest in this measure will die because of the ease 
and simplicity of prevention. Attempts to interest 
and educate the public need not be aimed solely at 
the deformity of the neck. The number of cases of 
feeblemindedness resulting from the cretinoid type 
of goiter should be emphasized, as well as the many 
cases of clinical hypothyroidism, cretinism, and 
myxedema, and the thousands of large tumorous 
goiters, each of which is a sequel of endemic goiter. 

SAMUEL Kaun, M.D. 


Saxer, P.: Injuries of the Larynx and Their Con- 
sequences (Unfallverletzungen des Kehlkopfes und 
ihre Spaetfolgen). 1936: Zurich, Dissertation. 


In this discussion the author adheres quite closely 
to the well founded summary of Marschik in Text- 
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book No. 3 on Therapy of the Throat, etc., by Denker 
and Kahler. 

Since the publication of this work by Marschik 
in 1925, up to 1934, reports of 35 cases of injury of 
the larynx have appeared in the Zentralbl. f. Hals 
usw. Heilk. The injuries specified were 1 commotio 
laryngis, 3 contusions, 28 fractures, 1 wound, and 2 
scaldings. 

The author then reports extensively on 28 in- 
juries of the larynx occurring during the period from 
1927 to 1935. There were 11 contusions, 14 frac- 
tures, 2 wounds, and 1 burn. In 7 cases death oc- 
curred; in 5 from fracture, in 1 from a wound, and 
in 1 from a burn with krysolit. 

The prognosis of larynx injuries as far as life is 
concerned is favorable; but in regard to later func- 
tioning of the larynx, it is unfavorable. Six injuries 
resulted in permanent disturbances. 

(GERLACH). CLARENCE C. REED, M.D. 


Blegvad, N. R.: The Problem of Early Laryngeal 
Tuberculosis. J. Laryngol. & Otol., 1937, 52: 153. 


The experience gained in the diagnosis and treat- 
ment of early laryngeal tuberculosis is based on 
1,773 cases at the Oeresunshospital in Copenhagen 
and in the Boserup Sanitorium and covers a period 
of eighteen years. The absolute diagnosis of tuber- 
culosis of the larynx as differentiated from that of 
syphilis and malignancy of that organ has not yet 
been reached, so that biopsy and the blood Wasser- 
mann tests are still essential for the diagnosis. 

The author’s criteria in the diagnosis of tuber- 
culosis of the larynx are: (1) isolated redness of a 
vocal cord; (2) swelling and redness of the vocal 
process; (3) prolapse of the ventricle of Morgagni; 
(4) swelling of the lower surface of the vocal cords; 
(5) swelling of the mucous membrane in the inter- 
arytenoid region; and (6) a red cushion beneath the 
commissure. RICHARD J. BENNETT, JR., M.D. 
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BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Koebcke, H.: Angiography of the Vessels of the 
Brain (Die Angiographie der Hirngefaesse). Deut- 
sche med. Wcehnschr., 1936, 2: 1874, 1915. 


The establishment of visibility by contrast-filling 
of the arteries of the brain for roentgenograms was 
done first by Moniz in Lisbon with sodium iodide 
and was reported in 1931 at the Congress of Neu- 
rologists in Bern. Owing to the danger of sodium 
iodide the method met with scant approval. Other 
objections that were advanced were that the tech- 
nique was not simple enough; the interpretation of 
the plates was too difficult and too uncertain; and 
only the arteries of cerebral hemispheres could 
be ascertained. All of these objections were partly 
overcome after the introduction of thorotrast as a 
contrast agency by Loehr and Jacobi, and by the 
experience gained subsequently from the frequent 
use of this method. Arteriography, more than any 
other method, has contributed greatly to our knowl- 
edge of the vascular malformations in the brain. 
One of the main advantages of arteriography, as 
compared with those of other diagnostic methods 
employed in the study of brain lesions, is that it is 
absolutely safe. No accident nor injury has been 
reported since the introduction of thorotrast. 

The indications for employing arteriography in 
brain surgery are: 

1. Suspected brain tumors that cannot be diag- 
nosed clinically nor by roentgen ventriculography. 
These cases occur most commonly in patients whose 
ventricles for some cause or other cannot be filled 
with air. Loehr always uses arteriography together 
with ventriculography as a “combined encephalo- 
arteriography.” 

2. Cases of brain tumors with very high pres- 
sure that appear too dangerous to permit encephal- 
ography. 

3. Epilepsy of uncertain etiology, especially if 
it occurs after the patient is thirty years of age 
and if aneurysm is suspected. This is the main 
indication. 

For the neurologist arteriography is also important 
for the study of vascular diseases of the brain; for 
establishing the effect of hemorrhages and inflam- 
mations upon the vascular elasticity; for studying 
the marked changes in the circulation of the blood 
through the brain caused by the changes in the cali- 
ber of the larger vessels following diseases of these 
vessels; and for studying the embolic displacements 
of the carotids and of the larger vessels in the brain 
as well as those caused by vascular diseases due to 
trauma. 

When the sodium-iodide contrast method was 
used it was demonstrated repeatedly that the brain 
pressure was reduced and the attacks of headaches 
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and emesis became less frequent. Occasionally 
epileptic attacks also were reduced in frequency after 
arteriography. Interesting conclusions as to the 
rapidity of the circulation of the blood within the 
brain were also gained by means of this procedure. 
It is assumed that the blood flows more rapidly 
through the brain than through any other part of 
the body. This conclusion was reached by Moniz 
who found that any drug in the circulation not form- 
ing a distinct cellular combination during its first 
round will travel through the brain several times in 
the time that it takes to travel through the other 
organs of the body once. Loehr’s technique of 
arteriography as done by Olivecrona of Stockholm 
is described accurately by the author. This must be 
read in the original as there are many important 
details which vary according to the location of the 
vessels involved. 

For the diagnosis of brain tumors it is significant 
to recognize any special displacement of the blood 
vessels within the tumor area as well as any dis- 
placement of the artery that influences its course or 
caliber. Ifa special vascularization exists, then there 
is also a malposition of the arteries. This was noted 
particularly in the groups of the sylvian vessels, the 
branches of the carotid artery, and the arteria 
pericallosa. The circulation of the blood stream 
through the vessels in a brain tumor is slower than 
through the vessels of the normal brain. The con- 
trast medium is seen in the vessels within the tumor, 
while it has disappeared from the arteries in the rest 
of the brain; but it is still present in the veins. To 
witness this condition two exposures are necessary: 
an arteriogram and a phlebogram. A study of the 
special vascular displacements within a tumor as 
shown in the arteriogram will aid in the classifica- 
tion of such a tumor. The meningiomas, the vascular 
astrocytomas, and the pinealomas have charac- 
teristic vascular displacements. Numerous sketches 
and photographs of arteriograms illustrate the previ- 
ous statements. It requires extensive practical 
experience and close application to master this 
method, but when it is sufficiently mastered, correct 
diagnoses can be made. 


(Bove). Marutas J. Setrert, M.D. 


Dandy, W. E.: Méniére’s Disease. 
1937, 108: 931. 


In 1933 Dandy showed that arterial contacts with 
the bare sensory root of the trigeminal nerve in the 
posterior cranial fossa were responsible for most 
cases of trigeminal neuralgia. As attacks of Méniére’s 
disease are analogous to attacks of trigeminal 
neuralgia, Dandy thought that possibly a similar 
factor might be the cause of many cases of Méniére’s 
disease. Of the cases of Méniére’s disease he oper- 
ated on during the past year, about 10 per cent 
showed contacts of the eighth nerve with large 
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arteries. 
smaller 
efiect. 


In addition, there were many vessels of 
size that doubtless produced the same 
Davip J. Inpastato, M.D. 


Monnier, M.: The Value of the Aschheim-Zondek 
Reaction in the Diagnosis of Brain Tumors (La 
valeur de la réaction d’Aschheim-Zondek dans le 

tumeurs cérébrales). Presse méd., 

Par., 1937, 45: 412. 


diagnostic des 


Inasmuch as the Aschheim-Zondek test as used in 
the practice of obstetrics and gynecology is indica- 
tive of the functional state of the hypophysis, Mon- 
nier believes that the reaction should also give infor- 
mation about the functional state of the neighboring 
parts of the brain, and he is using the test in the 
study of certain types of brain tumors. 

His tests were made by injecting prepubertal, vir- 
gin mice with the urine, blood, or cerebrospinal fluid 
of patients with brain tumors. All of his tests were 
checked by control animals. He used dilutions of 1, 
14, 2g, and 4% mouse units, a mouse unit being the 

dose of blood, urine, or cerebrospinal fluid 

ng gonadotropic hormone which is necessary 

he luteinization of ovarian follicles. He believes 

even very small amounts of the hormone, as 

] as }y mouse unit, may indicate the different 

functional activation phases of the hypophysis and 
its related diencephalic structures. 

Among all brain disturbances, those most likely to 

icated by the Aschheim-Zondek reaction are 
1! lesions, especially tumors located in the mid- 
or frontal fossa. The author found a positive 
gonadotropic reaction in his mice in 50 of 100 cases of 
cerebral tumors; and in these 50 cases the histological 
efiects of the injection of urine or ventricular fluid on 
the genitalia of both male and female mice did not 
exceed in intensity the effects of Phase I of the stand- 
ard Aschheim-Zondek test. Contrary to what might 
be supposed, cerebrospinal fluid, obtained either by 
lumbar puncture or direct ventricular tapping, does 
itain more of the gonadotropic hormone than 

irine of the tumor patient. 
inier believes that the positive gonadotropic 
tion has a definite practical value in neurology, 
signifies that the anterior hypophysis is in a 
state of functional irritation. This irritation de- 
pends less on the intracranial hypertension itself 
than upon the location of the tumor or inflammatory 
he hypertension. The reaction 
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depends also on the stage which the cerebral disease 
has reached. The gonadotropic reaction is positive 
when the tumor has not yet destroyed the connec 
tions between the hypophysis and the brain; i.e., 
when these frontal or mid-brain lesions are at an 
early stage. Joun Martin, M.D. 


SPINAL CORD AND ITS COVERINGS 


Oppenheimer, A., and Turner, E. L.: Discogenetic 
Disease of the Cervical Spine with Segmental 
Neuritis. Am.J. Roentgenol., 1937, 37: 484. 


The authors made an intensive study of the 
roentgenological appearance of the cervical spine 
as the possible source of referred pain to the shoulder 
girdle. Attention was called to the cervical spine as 
the possible cause of the pain because of several 
cases with unilateral atrophy of the deltoid which 
suggested a segmental neuritis. A review of the 
general roentgenological changes commonly found 
in the spine was given. In the cases mentioned 
there was no past or recent evidence of infectious 
arthritis, despite clinical symptoms of this disorder 
which were fully developed. It was found that a 
thinning of the intervertebral discs caused unilateral 
or bilateral narrowing of the corresponding inter- 
vertebral foramina, which resulted in compression 
of the nerve roots. The most common localization 
was found to be the lower cervical region, especially 
between the fifth and sixth, and sixth and seventh 
vertebral bodies. The symptoms were those of dis- 
comfort and muscular weakness of the upper ex- 
tremities, as well as pain in the precordium or the 
shoulder girdle. Although the articulating facets 
were displaced, the intervertebral joints did not 
show roentgenological signs of arthritis. Lipping 
and spiculation, when present, were limited to the 
vertebral bodies, especially those adjacent to the 
thinned discs; and were not found in the inter- 
vertebral joints. The lesion is usually located in the 
cervical spine and is occasionally associated with 
prolapse of the nuclei pulposi in the lower segments. 

The authors conclude that primary thinning o: 
the intervertebral discs, regardless of its origin, is 
a common disease which may often account for in- 
sistent symptoms that are clinically obscure. The 
authors have adopted the term ‘“‘discogenetic’™ 
disease as descriptive of these conditions. 

RoBert ZOLLINGER, M.D. 
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CHEST WALL AND BREAST 


Margraf, C.: Roentgen Irradiation in the Treat- 
ment of Puerperal Mastitis (Die Stellung der 
Roentgenbestrahlung in der Behandlung der puer- 
peralen Mastitis). Strahlentherapie, 1936, 57: 303. 


The author reports his own experiences with x-ray 
therapy of puerperal mastitis, which has been em- 
ployed at the Wuerzburg Clinic since 1926. Before 
the treatment the breasts are emptied by pumping. 
At each treatment 115 Or, 14 per cent of the skin 
erythema dose, is administered. The same dose is 
repeated in forty-eight hours if the inflammatory 
reaction has not receded, and a third dose is given in 
ninety-six hours if necessary. The success of the 
treatment depends, as the table in the original 
article shows, upon the early administration of the 
treatment, i.e., treatment during the first twenty- 
four hours. The affected breast is tied up high for 
twenty-four hours after the treatment and alcohol 
dressings are applied for from one to two days. To 
avoid enteral infection the milk is boiled even in mild 
cases before it is given to the baby. 

Incision was necessary in only 29 per cent of 127 
conservatively treated patients, and in only 8 per 
cent of the patients who were treated early. The 
duration of the disease in cases of mastitis with 
abscess could not be shortened by a previous irradia- 
tion nor by a later irradiation. In 75 per cent of 
the patients a sudden drop of the temperature 
occurred within twenty-four hours, and in 25 per 
cent there was a gradual drop in the temperature. 
The subjective symptoms disappeared simultane- 
ously. A decrease in the secretion of milk was not 
observed after irradiation therapy. The decreased 
secretion during the involvement of the breast is 
considered the result of the generalized poor condi- 
tion. 

The economic advantages of irradiation are em- 
phasized especially; the much shorter course of the 
irradiation therapy is contrasted with the more un- 
certain methods of treatment which frequently lead 
to abscess formation. 

(Kart Kocu). Leo A. Juunxke, M.D. 
Hicken, N. F., Best, R. R., Moon, C. F., and 
Harris, T. T.: The Pre-Operative Visualization 
of Breast Tumors. J. Am. M. Ass., 1937, 108: 864. 


Tumors of the breast can be visualized by con- 
trast roentgenograms made by introducing radio- 
opaque substances into the milk ducts or by inflating 
the breast tissues with air. 

Tumors arising within, or communicating with, 
the milk ducts are best visualized by introducing 
stabilized thorium dioxide sol into the diseased 
ducts. The stereoscopic mammograms make it pos- 
sible to locate the tumor and portray its identifying 
characteristics. 


Tumors in the periductal tissues, or those with 
no communication with the milk ducts, can be visu- 
alized by inflating the breast with air. A large en- 
capsulated lipoma was visualized with this method. 

A combination of the ductal injection and the 
insufflation of air produces the most satisfactory 
visualization of the structures of the breast. 

Lipomas, fibro-adenomas, simple retention cysts, 
cystic degeneration of the ducts, and carcinoma are 
some of the lesions that have been visualized pre- 
operatively and diagnosed correctly. 

SAMUEL Kaun, M.D. 


Gershon-Cohen, J., and Colcher, A. E.: Roentgen 
Diagnosis of Early Carcinoma of the Breast. 
J. Am. M. Ass., 1937, 108: 867. 


Roentgenographic examination of the breast is a 
more useful diagnostic procedure than is generally 
appreciated. It is more accurate than macroscopic 
inspection of sections. A remarkably high per- 
centage of roentgen diagnoses have been proved 
correct by histological studies, and this number can 
be increased if the examination is carried out more 
carefully and uniformly. Early malignancy can be 
determined very frequently, especially in the fat and 
postclimacteric breast. 

If periodical examinations of normal breasts were 
carried out in women past twenty-five years of age, 
a much more effective campaign against carcinoma 
of the mammary gland could be carried out, because 
early malignancy is readily determined. The 
examination can be done easily and at so little ex- 
pense that it is entirely practicable from these stand- 
points. It is even possible that the therapeutic 
effect on the breasts of many endocrine substances 
may be revealed more graphically by the roentgen 
examination than by any other practical clinical 
method now available. SAMUEL Kaun, M.D. 


Ratti, A., and Picchio, C.: Radiotherapy of Cancer 
of the Breast (La radioterapia del cancro della 
mammella). Tumori, 1937, 23: 84. 

There are many problems of a clinical and techni- 
cal nature in the treatment of cancer of the breast 
that still remain unsolved. These are discussed in 
detail. After reviewing the clinical classification of 
the different stages of cancer, accepting in a general 
way Steinthal’s classification, the authors discuss the 
indications and contra-indications of radiotherapy 
of cancer of the breast. They conclude that surgery 
should be used in all cases that are completely op- 
erable, not excluding cases in which there are late 
axillary-gland metastases that are still mobile and 
not accompanied by other signs of the disease. 

A large field for the use of radiotherapy still re 
mains in the inoperable cases, the frequent local and 
gland recurrences, and even bone metastases. ‘The 
authors advocate the use of postoperative irradiation 


105 





106 


as it seems to have improved the results in the treat- 
ment of cancer of the breast. 

They describe the technique to be used in the 
roentgen and radium treatment of these tumors and 
with regard to the latter, emphasize especially the 
technique of using radium needles and molds as 
taught by the Milan school. 

They review the statistics reported in the world 
literature, and report their own results in 122 cases 
of local recurrence and lymph-gland metastases 
treated between 1928 and 1933. Thirty-six of the 
patients were lost to sight for various reasons which 
left a balance of 86 that have been followed up. Of 
these, 6, or 7 per cent, are living and well; 17, or 19.8 
per cent, are living but show signs of recurrence or 
metastasis; and 63, or 73.2 per cent, are dead. 

The results seem poor, but in view of the very un- 
favorable nature of the material they are encourag- 
ing. Some patients were really saved; others had their 
lives prolonged, and their pain and distress alleviated. 
There should be the closest codperation between the 
surgeon and the roentgenologist in order that the 
best combination of treatment may be planned for 
each individual case. Auprey Goss Morcan, M.D. 


TRACHEA, LUNGS, AND PLEURA 


Schulze, G.: Bullet Wound Injuries of the Lung 
Sustained During the War and Their Conse- 
quences (Kriegslungenschussverletzungen und ihre 
Folgen). 1936: Cologne, Dissertation. 


This is a detailed article based on the literature 
not including the official military medical reports 
and the statistics of Franz. The mortality of in- 
juries to the lungs is given as 50 per cent. Hamer- 
mann reported deaths from bleeding during the 
first three days following infantry bullet wounds in 
40 per cent of the patients, and following wounds 
due to hand grenades and mines only in 20 per cent. 
Of 265 patients who died, 40 per cent died during 
the first two days and 60 per cent during the first 
seven days. Gayer found that of 225 suffering from 
penetrating gunshot wounds of the chest only 50 
per cent were able to reach the front-line first-aid 
station alive, 22 per cent died before reaching the 
main first-aid station, 8 per cent died before being 
transferred to the field hospital, and 3 per cent died 
upon reaching their homes. The majority of those 
who survived were cured and had no residual 
symptoms, or they had only minor complaints. 
The relation between these injuries and tuberculosis 
is carefully discussed. Such association is rare. It 
is almost completely certain that a bullet wound 
through healthy lung tissue is incapable of causing 
tuberculous infection. It is somewhat different, 
however, when the bullet passes through a latent 
tuberculous focus. Pleural calcifications are fre- 
quent, and the so-called ‘armor pleura”’ is not in- 
frequently observed. The symptoms are remark- 
ably slight. Calcifications may begin after only a 
few months, but for the most part they first make 
their appearance after a period of years. Calcifica- 
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tions of the bullet sinus are rare. The development 
of cancer fourteen years following a hand grenade 
splinter wound was seen only once; it was reported 
by Lukow. Ruptures of the diaphragm are not an 
infrequent occurrence; they may exist for years 
without causing symptoms and then suddenly lead 
to an incarceration. Gastric complaints frequently 
precede the incarceration. Early operation is in- 
dicated because, according to Nobe, of 59 operated 
cases 38 ended fatally. Bronchiectasis is not at all 
rare; under certain indications, such as fetid expec- 
toration and fever, it should be treated surgically. 
Gunshot wounds of the lung in which the missile 
remains embedded are very frequently completely 
symptomless. They must be operated upon, however, 
if they show a tendency to hemorrhage or abscess 
formation, as frequently occurs after a number of 
years have passed. Lead poisoning is very rare. 

The author’s own material consists of 83 cases; 
of these 19 were simple through and through gun- 
shot wounds; 48 were cases in which the missiles 
lodged within the lungs; the missiles were gunshot, 
grenade splinters, and shrapnel. In 9 cases of the 
latter group the foreign bodies were removed imme- 
diately, and in 2 they were removed later. Forty- 
five of the patients carried the missiles free in the 
lung tissue, which fact was demonstrated roent- 
genologically. In 5 cases the missiles were surround- 
ed by scar tissue. 

There were no symptoms in 1 case and mild symp- 
toms in 72 cases; the lungs were completely clear in 
26 cases; pulmonary tuberculosis was found in 11. 
In only 5 of the last the tuberculosis was recognized 
as heing secondary to the gunshot wounds. Bron- 


chiectasis was found in 7 cases, pulmonary gangrene 


in 1 case, diaphragmatic hernia in no case, pleural 
thickening in 39 cases; pleural calcification in 5, 
complete immobility of the diaphragm with armor 
pleura in 1, calcified bullet sinus in 1, limited dia- 
phragmatic mobility in 35; considerable shrinking 
of the lungs in 3, marked pulmonary infiltration in 9, 
milder pulmonary infiltration in 11, and chronic 
bronchitis in 9. 
(FRANz). Harry A. Satzmann, M.D. 


Weber, P.: Primary Tuberculosis of the Apex, and 
the ‘‘Territorial’’ Conception of the Structure 
of the Lung (La tuberculose primitive du sommet 
et la conception territoriale de la structure du 
poumon). Arch. méd.-chir. de l’appar. respir., 1936, 
II: 420. 

Weber notes that there has been considerable dif 
ference of opinion especially between French and 
German physicians in regard to defining the “apex’”’ 
of the lung, and the most frequent site of the primary 
lesions of tuberculosis. These differences are more 
apparent than real, and result chiefly from the mul- 
tiplicity of terms employed to designate the upper 
portion of the lungs, which is the site of election of 
tuberculosis. 

The author in his studies has found that the apex 
is not merely the highest portion of the lung, but is a 





SURGERY OF 


definite anatomical territory which has its own 
bronchial and vascular supply. This territory is 
sometimes clearly delimited by a supernumerary 
fissure or partial fissure. The plane of this fissure is 
not horizontal; it extends obliquely into the par- 
enchyma from the outer and upper surface down- 
ward and inward. 

The apex of the lung, thus conceived, includes a 
lower portion of the lung which is intrathoracic and 
has a base delimited by the projection of the second 
rib on the pulmonary cortex; and an upper portion 
which projects above the thoracic cage. 

This territory of the apex is more clearly defined 
radiologically from the lateral view than from the 
usual anteroposterior view. In a lateral roentgeno- 
gram tuberculous lesions can be definitely localized 
in the territory defined as the apex in most cases. 
Their localization as established by auscultation also 
corresponds with this territory of the apex. 

Clinically, a distinction can be made between 
tuberculosis involving the upper portion of the apex, 
which is usually benign, and tuberculosis involving 
the lower, intrathoracic portion of the apex, which 
usually advances more rapidly. This is to be ex- 
plained by the fact that the intrathoracic portion of 
this apical region is one of the more active portions 
of the lung in the respiratory and circulatory proc- 
esses; while the upper part of the apical region is shut 
off from the more active participation and its respir- 
atory movements are limited. Cavities appear usu- 
ally in the lower portion of the apex; cavities of the 
upper portion of the apex are extremely rare. 

ALIcE M. MEYERS. 


Lilienthal, H.: Conservation of the First Rib in 
Apicolytic Thoracoplasty. J. Thoracic Surg., 
1937, 6: 414. 

Lilienthal describes a method for securing marked 
local compression of the apex of the lung by combin- 
ing extrafascial packing with a partial thoracoplasty. 
The first rib is preserved but the lung with its over- 
lying soft tissues is separated from it. A rubber dam 
is packed into the dead space and, because of its 
elastic spreading, the amount of compression is in- 
creased during its stay of from four to five days. 
Following removal of the rubber dam the cavity is 
allowed to fill with granulation tissue. The preser- 
vation of the first rib aids in keeping the packing in 
place, minimizes the danger of injury to the impor- 
tant vessels and nerves, and may decrease the amount 
of thoracoplastic scoliosis. Four cases are reported 
in which this operation was used. 

RicHarD H. MEapE, Jr., M.D. 


Dargert: Experimental Researches on Pneumo- 
nectomy, Particularly on Its Immediate and 
Late Results (Recherches experimentales sur la 
pneumectomie et en particulier sur ses repercussions 
generales, immediates et tardives). J. de chir., 1937, 
49: 221. 


Observations were made on various vital functions 
during pneumonectomy in seventeen rabbits and 
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twelve dogs. Both immediate and late studies were 
made. 

Ligation of the pulmonary artery had little effect 
on the arterial pressure, and the heart action showed 
no significant change except momentary extra sys- 
toles. Traction on the great vessels and manipula- 
tion of the pericardium near the caval opening caused 
the greatest changes in the heart action, a fall in the 
arterial pressure; but it caused no change in the pres- 
sure within the contralateral pulmonary artery. 

In the performance of pneumonectomy it is recom- 
mended that the branches of the pulmonary artery 
be ligated separately rather than that the artery be 
ligated itself. The importance of gentle handling of 
the tissues and avoidance of traction on the struc- 
tures of the hilum is emphasized. 

RiIcHARD H. OvERHOLT, M.D. 


Burnett, W. E.: One-Stage Pneumonectomy Under 
Local Anesthesia: Successful Case Reported. 
J. Thoracic Surg., 1937, 6: 458. 


A left pneumonectomy was successfully carried 
out in a child of eight years of age. The operation 
was done under local anesthesia. In addition to pre- 
liminary intercostal nerve block, infiltration was 
done in the region of the inferior pulmonary liga- 
ment, the phrenic nerve, and the hilum. A topical 
application of novocain to the mediastinal pleura 
was made. A 1 per cent solution was used except 
for the continuous infiltration, for which a 0.5 per 
cent solution was employed. 

The case reported is unusual in that a chronic 
empyema complicated the extensive bronchiectasis 
for which the operation was done. 

The incision for pneumonectomy was made above 
the site of the previous thoracotomy. Mass ligatures 
were placed about the hilum with the aid of tourni- 
quets. RicHARD H. OverHoLt, M.D. 


Bremer, J. L.: The Fate of the Remaining Lung 
Tissue After Lobectomy and Pneumonectomy. 
J. Thoracic Surg., 1937, 6: 336. 


The permanent result of lobectomy or pneu- 
monectomy may be either simple distention of the 
remaining lung tissue by dilatation of the alveoli 
and respiratory units, or true regeneration by means 
of new growth of normal alveoli and respiratory 
units, marked by the presence of tubular sprouts in- 
dicating normal growth. 

Regeneration occurs in the young; dilatation in 
those whose lungs have ceased growing. The latter 
condition is usually found in the adult; but in the 
rat and probably in other rodents, normal growth 
continues almost throughout life. In adults of these 
animals regeneration of the remaining lung is to be 
expected. 

Dilatation of the alveoli gives only a little more 
respiratory surface than the original lung, only so 
much more as might be added by lengthening the 
alveolar walls. Physiologically, the dilated lung may 
be at a disadvantage as the air is not so finely di- 
vided and there is a lower ratio of air surface to air 
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bulk. Compensation may be made by the increase 
in the vascular bed, brought about by the passage 
of all the blood from the right heart through the 
remaining lung tissue. However, the dilated con- 
dition can be regarded only as a makeshift, not as a 
complete recovery from the operation such as 
occurs in regeneration of the lung tissue. 
RicHARD H. OverHOoLt, M.D. 


Christie, A. C.: The Diagnosis and Treatment of 
Primary Cancer of the Lung. Brit. J. Radiol., 
1937, 10: 141. 


Cancer of the lung now accounts for from 5 to 10 
per cent of all carcinomas found at autopsy, present- 
ing about the same frequency as cancer of the 
rectum. 

It is now well established that primary cancers of 
the lung are all bronchiogenic in origin, whether they 
originate from cells lining a bronchus, from cells 
lining the mucous glands, or from cells of the pul- 
monary alveoli. The histological classification 
which is now quite generally accepted divides these 
tumors into adenocarcinoma, squamous-cell car- 
cinoma, and undifferentiated carcinoma. They all 
have a very high rate of metastasis. 

Symptoms are cough, pain in the chest, dyspnea, 
and hemoptysis, in the order named. A localized 
pneumonitis due to obstruction by the tumor may 
cause fever. 

Physical signs are of little value in early diagnosis. 
The roentgenological examination is of most impor- 
tance in connection with bronchoscopy when a piece 
of the tumor may be obtained for biopsy. 

Cancer of the lung may have to be differentiated 
from bronchiectasis. This may be impossible except 
by biopsy. A cavity in the tumor may be mistaken 
for a chronic lung abscess. Dermoid cysts and 
thymomas may simulate cancer of the lung. Pleural 
effusion may be malignant in origin. Mediastinal 
Hodgkin’s disease will disappear after relatively 
small doses of irradiation. 

Treatment by pneumonectomy is based upon a 
few established cures. At present, recognized contra- 
indications to operation are wide local extension 
with involvement of the mediastinum, glandular 
or distant metastases, the presence of pleural 
nodules or extensive pleural adhesions, the involve- 
ment of the carina, or extension into the trachea or 
the bronchus of the opposite side. 

Radiotherapists everywhere should be encouraged 
to seek extension and improvement of the methods 
for the treatment of otherwise hopeless cases of 
bronchiogenic carcinoma. At present, more cures 
can be obtained only with earlier diagnosis. 

Georce A. Cotrtett, M.D. 


Fabris, A.: 
(L’epitelioma primitivo del polmone). 
1937, 23: 19. 

This is a report from the Anatomopathological 
Institute of the Hospitals of Venice. During the pe- 
riod from January 1, 1928, to June 30, 1936, 8,463 
autopsies were performed, and among them were 163 
cases of primary cancer of the lungs. The percentage 
of cases of cancer of the lung to total autopsies in- 
creased each year except 1934. In 1928 it was 0.71 
per cent, and in the first half of 1936, 3.36 per cent. 
A thorough histological examination was made in 
106 cases. The histological findings are discussed in 
detail and typical cases of each group are described. 

The majority of the tumors were of epithelial ori- 
gin. A small undifferentiated cell was the fundamen- 
tal type of tumor cell. It resembled a sarcoma cell 
to such an extent that it might very well have led to 
mistaken diagnoses. The tumors were divided into 
microcytomas, or pseudosarcomas, which contained 
large numbers of these small cells and constituted 39 
per cent of the cases; epitheliomas, which contained 
transition cells and made up 35 per cent of the cases; 
epitheliomas containing differentiated cells and clas- 
sified according to the degree of maturity and direc- 
tion of differentiation as tumors with pavement cells, 
which made up 20 per cent of the cases; and epithe- 
liomas with prismatic and muciparous cells, which 
made up 7 per cent of the cases. Little relationship 
could be seen between the histological pictures and 
the clinical and macroscopic appearance. 

Many so-called mediastinal tumors are doubtless 
secondary to lung tumors. 

AupREY Goss Morcan, M.D. 


Primary Epithelioma of the Lung 
Tumori, 


MISCELLANEOUS 


Andrus, W. DeW.: Tumors of the Chest Derived 
from Elements of the Nervous System. J. 
Thoracic Surg., 1937, 6: 381. 


The thorax contains nerves of both the somatic 
and the autonomic systems and, in addition, many 
ganglion cells of the paravertebral ganglionic chain 
and of the cardiac and pulmonary plexuses. 

The author sets up a chart of derivation of the 
various elements which make up the nerve struc- 
tures found in the thorax. He points out that such a 
chart includes the type cells of practically all tumors 
derived from elements occurring in the chest wall or 
within the thorax. The more embryonic the type of 
cell, the more malignant the tumor. 

The author presents several typical case his- 
tories of various tumors of the chest derived from 
elements of the nervous system. 

Ear O. Latimer, M.D. 
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SURGERY OF THE ABDOMEN 


ABDOMINAL WALL AND PERITONEUM 


Hicken, N. F., and Best, R. R. Pyo-Umbilicus Asso- 
ciated with Umbilical Concretions. Ann. Surg., 
1937, 105: 5390. 


Palliative treatment of recurring pyogenic infec- 
tion of the umbilicus is futile. The predisposing 
factor is a stenosing of the cutaneous umbilical 
orifice with the accumulation of sebaceous material 
and other debris with the formation of a concretion. 

An abscess may form and burrow deeply even into 
the peritoneum. Injection of the umbilical tract 
with lipiodine will visualize the foreign body and 
associated disease, such as a patent urachus. Exci- 
sion of the tract during a period of quiescence is the 
treatment of choice. Four cases of pyo-umbilicus 
are reported. Greorce A. Co.Ltett, M.D. 


Harmon, P. H., and Harkins, H. N.: Peritonitis. 
I. The Effect on Blood Pressure of the Peri- 
toneal Content in Suppurative and in Bile 
Peritonitis. II. The Effect on Blood Pressure 
of Protein-Free Extracts of the Peritoneal Con- 
tent and of Filtrates from Pure Cultures of 
Bacteria. Arch. Surg., 1937, 34: 565, 580. 


The authors’ experiments demonstrate the pres- 
ence of a vasodepressant toxin in the peritoneal 
cavity coincident with the development of sup- 
purative peritonitis. A definite time is required for 
the development of this toxic product. The toxin 
or toxins seem to develop earlier when the open 
intestinal segment is placed high in the gastro- 
intestinal tract, where the opportunity for soiling 
the upper portion of the abdomen is greatest. The 
nature of the experiments was such as to rule out 
effectively the possibility of inherent toxicity of the 
pancreaticoduodenal secretion, a factor that has 
been recently demonstrated by Gatch and his 
co-workers. 

The identity of this toxic substance was not fully 
elucidated. It is highly probable, in view of the 
variable response obtained on the blood pressure 
after atropinization, that there is more than one 
substance involved. Either acetylcholine or a like 
substance is definitely present in certain of these 
preparations. The demonstration that these fluids 
lower the blood pressure in rabbits as well as in dogs 
is definite evidence that histamine is not the major 
substance involved. It was also demonstrated that 
some or all of these vasodepressant substances are 
filtrable through a bacteria-tight filter, that they 
are active on absorption from the peritoneum, and 
that they lower the blood pressure and produce 
symptoms of weakness and hypermotility of the 
gastro-intestinal tract in normal unanesthetized 
dogs. 

It is well known that toxic amines can be obtained 
by extraction in saline solution from practically all 


of the body tissues, including the peritoneum, after 
death. The experiments were performed so as to 
obtain peritoneal washings many hours and at 
times even days prior to death from suppurative 
peritonitis. The question of agonal invasion was 
thereby avoided. It is noteworthy that cultures for 
bacteria gave a rich flora from the peritoneum in all 
the experimental animals. The colon bacillus and 
a gram-positive spore-forming obligate anaerobic 
organism resembling the Welch bacillus were in- 
variably found and, usually, staphylococci and 
streptococci. The question would naturally arise 
as to whether these micro-organisms produced a 
vasodepressant toxin in their growth within the 
peritoneum. This is being investigated further. 
It is suggested that the colon bacillus or its growth 
products may be the most important source of this 
toxic substance as the fluid from experimentally 
induced bile peritonitis is devoid of a vasodepressant 
substance even when the entire peritoneal exudate 
is injected intravenously into a test animal at the 
stage when gram-positive obligate anaerobic organ- 
isms can be cultured easily. However, if death 
occurs and the peritoneal fluid is removed as soon as 
a half-hour after death, a vasodepressant toxin is 
present. At this time the colon bacillus as well as 
the anaérobe can be cultured. 

The similarity of the action of the depressant sub- 
stance and that of normal fecal material and the 
contents of the obstructed bowel is striking. A 
comparison of the author’s blood-pressure tracings 
with those demonstrated by Gatch and his co- 
workers, who dealt with the latter materials, reveals 
this marked similarity. 

The experiments do not elucidate the exact réle 
that these toxic substances play in the fatal decline 
from suppurative peritonitis. It is generally be- 
lieved that absorption is slowed-up from an inflamed 
peritoneum, especially if there is a fibrinous exudate 
present. When such a substance is present within 
the peritoneum in large quantities, it is highly 
possible that some absorption can and does take 
place. So far as the authors were able to determine 
from the literature, this is the first adequate demon- 
stration of the association of such a substance with 
peritonitis; although some relatively insignificant 
falls in the blood pressure in animals in which the 
condition developed have been reported by Steinberg 
and his co-workers, and a ‘“‘toxic proteose’’ was 
mentioned by Whipple. 

The second set of experiments constitutes an in- 
quiry into the nature and origin of the toxic sub- 
stance present in the peritoneal cavity in experi- 
mental suppurative peritonitis. The experiments 
demonstrate that the substance is not a protein as 
it occurs in the filtrate after treatment with tri- 
chloracetic acid. Similar extracts of the centrifugat- 
ed sediments yielded protein-free filtrates of partic- 
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ular potency. Such a finding suggests that the 
cellular abdominal debris, composed of polymor- 
phonuclear phagocytes and adherent material is 
the most potent part of the substance. Since 
similar extracts of washed bacteria were strikingly 
free from a vasodepressant action, it appears that 
the substance is a soluble toxin. Its close association 
with peritoneal cellular debris may indicate either 
that the toxin is absorbed by such cells, or that it 
is a product of them. Tests of the bacteria-free 
filtrates from pure cultures of bacteria were included. 
Even though the symptoms produced by the soluble 
specific substance of Steinberg and Ecker have been 
known for a long time, this was the first demonstra- 
tion showing that the same bacteria filtrate produces 
a profound vasodepression. It is possible that the 
symptoms produced by the soluble specific sub- 
stance are only those due to the low blood pressure. 
The close relationship of the symptoms to vasode- 
pression is further shown by the fact that both have 
an appreciable incubation period following injection 
before they occur. The authors’ experiments also 
demonstrate that certain of the spore-forming ob- 
ligate anaérobes and staphylococci, all organisms 
associated with suppurative peritonitis, produce 
soluble vasodepressant substances that appear in 
bacteria-free filtrates. 

The exact rdle that these substances play in 
peritonitis was not elucidated in the experiments. 
It is not inconceivable that they could contribute 
to the final fatal decline in this disease. 

Artuur S. W. Tovrorr, M.D. 


Scalone, I.: Experimental Pathology of Torsion of 
the Greater Omentum (La patologia sperimentale 
della torsione del grande epiploon). Riv. di chir., 
1937, 3: Ot. 


All the cases of torsion of the omentum published 
have been in association with hernia and have pre- 
sented acute symptoms of peritonitis, appendicitis, 
occlusion, or strangulation of the hernia. There are 
milder, or occult cases, in which the symptomatology 
is not so acute. The author has studied the pathol- 
ogy of these in animal experiments. In one group of 
experiments he studied torsion of the omentum re- 
maining free in the abdomen; in a second, torsion 
with the omentum fixed to the lower part of the 
abdominal wall so as to reproduce the clinical condi- 
tions of the herniated form; in a third, the changes 
in acute strangulation; and in a fourth, the effect of 
introducing bacteria into the circulation in cases of 
torsion of the omentum. The findings are described 
in detail and illustrated with colored drawings. 

He found that torsion of the omentum produces 
anatomical and functional disturbances of the vari- 
ous abdominal organs, from traction and interference 
with the circulation. These changes are rarely seen 
by the surgeon as he does not perform extensive ex- 
ploratory operations. The torsion of the omentum 
forms a very favorable focus for the development of 
any bacteria that may be in the blood. Of the six 
animals inoculated with bacteria while they had tor- 
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sion of the omentum, four died within a few days 
and the others suffered very severely. 

The therapeutic conclusions to be drawn from 
these experiments are that resection of the omentum 
must be done above the cord formed by the torsion. 
In the herniated form the exploration must be ex- 
tended until complete mobilization of the omentum 
is obtained. In two of the author’s cases traction 
was required until the transverse colon was brought 
down into the operative incision, and resection was 
done a few centimeters from the colon. When mo- 
bilization cannot be done this way, laparotomy be- 
comes necessary. AupDREY Goss MorGan, M.D. 


Becker, J.: Malignant Abdominal Tumors (Ueber 
maligne Bauchdeckentumoren). Arch. f. klin. 
Chir., 1936, 187: 530. 

The author reports two cases of malignant ab- 
dominal tumor. 

A woman of thirty-eight years noticed a circular 
black pigmentation in the skin of the left lower 
abdomen, which was removed by electrical surgery. 
Soon, a genuine tumor appeared, which was removed 
by an operation and upon microscopic examination 
revealed no malignancy. About a half year later, 
there was a glandular swelling in the left shoulder 
and the patient had to be taken into the hospital on 
account of recurrence of the tumor in the scar, 
which in time had become two tumors the size of a 
small apple. The operative removal was quite 
difficult because the tumor substance had already 
grown deep into the muscular tissue of the abdomen 
and had partly extended into the peritoneum. 
Microscopic examination revealed a sarcoma of 
large cells with a deposit of pigment. Soon after 
the operation, general metastasis of the tumor 
developed in the bones and the vertebral column, 
and in three months, death occurred. 

The second case was that of a sixty-two-year-old 
woman, who had always been in good health ard 
about a year previously had noticed a tumor on 
her left upper abdomen which was gradually becom- 
ing larger. Her physician resorted to conservative 
treatment, and became hopeful when he observed 
that in spite of the enormous size of the tumor it be- 
came softer. The patient was afflicted with myode- 
generation of the heart and had to be properly pre- 
pared for operation. The large tumor, almost 
degenerated into a cyst, was removed along with the 
abdominal fascia in which it was seated. It was 
clearly a case of fibrosarcoma with secondary soften- 
ing and bleeding in the tumor tissue. The patient 
died soon after the operation from heart failure. 

Both tumors had their origin in the abdominal 
wall. In the first case, the malignity remained un- 
recognized, and because of insufficient treatment 
with electricity, the tumor began to grow. It is a 
question whether the first operation was sufficiently 
radical. In the second case, it is hard to understand 
why, in view of such an enormous, growing tumor, 
the physician did not regard immediate surgery 
imperative. (Bove). CLARENCE C. Reep, M.D. 
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GASTRO-INTESTINAL TRACT 


Zorzi, P.: The Buffer Power of the Human Stom- 
ach (Il potere tampone [pt] dello stomaco umano). 
Arch. ital. d. mal. dell’ appar. digerente, 1936, 5: 520. 


The author analyzes and compares the titration 
curves of the hydrochloric acid solution and the gas- 
tric contents when neutralized with sodium hydrox- 
ide. The study of the titration curve, he believes, 
offers a method for measuring the buffer power of the 
stomach fluids. The author considers the theory of 
the subject in detail. 

Clinical observations were made in about 400 
ambulatory patients. These included patients with 
the gastroduodenal ulcer syndrome, calculus chole- 
cystitis, and other dyspepsias without demonstrable 
local pathology. Several different types of test 
meals and aspirations were used to evaluate the 
titration curves of each. The general average of the 
buffer action of all the cases corresponded to about 
50 units of acidity. A number of illustrative results 
are given in detail. 

The measure of the pH of gastric fluid has been of 
only theoretical interest up till now; and the buffer 
power has been ignored by internists, or erroneously 
interpreted as the combined acid. The author feels 
that his results tend to establish that a study of the 
buffer action may be of great practical aid in the 
study of gastro-intestinal disturbances, especially in 
relation to the variations of the pH. These measure- 
ments are not difficult. 

The buffer power corresponds to the differential 
acidity, or the combined acidity of old denomina- 
tion. The author has not shown any clinical rela- 
tionship between the varying buffer power and the 
different clinical syndromes. As yet a study of gas- 
tric carcinoma has not been made. 

A. Louis Rost, M.D. 


Aschoff, L.: Gastritis: Pathological and Anatomical 
Studies (Gastritis. | Pathologisch-anatomischer 
Teil). Karlsbad aerstl. Vortr., 1936, 15: 267. 


Common gastritis, the irritated stomach of West- 
phal, may be either acute or chronic. It may occur 
in various intermediate stages and finally lead to an 
“umbaugastritis,” a gastritis which alters the gastric 
structure. The author has interested himself pri- 
marily in the inflammation of the mucous membrane, 
the endogastritis, when it may involve the sub- 
mucosa, the muscularis, and the overlying peri- 
toneum. The early histological changes were first 
observed in surgical specimens. These specimens 
have shown that the primary process is an acute in- 
flammation of the mucous membrane which is fol- 
lowed by erosion and ulceration, and that neither 
autodigestive hemorrhages nor obstruction of the 
blood vessels are responsible for it. First there is a 
leucocytic invasion by diapedesis in the mucous 
membrane folds and in the deeper connective tissue, 
and the superficial layers of the cells become hya- 
linized and desquamated. The normal gastric juice 
is practically non-injurious and causes neither ero- 
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sion nor ulceration, but abnormal gastric juice with 
a high acidity is very destructive to the antrum 
when the stomach is empty or after feeding when an 
esophageal fistula has been established. 

Histamine, morphine, pilocarpine, and caffeine 
act through the circulation and nicotine acts directly 
to increase the secretion of gastric juice, especially in 
people of nervous temperament. 

The spontaneous erosive gastritis may occur at 
times in the corpus and not involve the lesser curva- 
ture on account of the vomiting, and at other times 
it may involve precisely the region about the pylorus, 
the magenstrasse. 

The fact that only isolated areas and not the en- 
tire gastric surface become involved is due to the 
marked folding of the mucous membrane. At times 
dietary indiscretions are equally as injurious as 
hunger. Erosions become chronic and finally ulcer- 
ate most easily in areas where the mucous membrane 
folds are low, narrow, and tense, so that not only the 
gastric juice but also mechanical trauma may be- 
come more effective; and peristalsis produces the 
remainder of the destruction of the exposed muscular 
layer. Secondary carcinoma occurs in gastric ulcer 
in from 5 to ro per cent of the cases. Ulcer forma- 
tion leads to proliferation of the blood vessels; less 
frequently to exposure and irritation of the nerves 
with the production of pain. 

In addition to this spontaneous or hyperacidity 
gastritis there is the exogenous toxic gastritis. 
Alcoholic abuses have dual effects. In exogenous 
gastritis not only the epithelial cells but also the 
glandular cells and the stroma are damaged from 
the start. It is very difficult to demonstrate this 
gastric impairment either anatomically or patho- 
logically in man. The physiological inflammation, 
according to Roessle, with increased efliciency of the 
epithelial glands and musculature, increased circula- 
tion, and infiltration of leucocytes into the various 
layers of the gastric tissues followed every meal and 
was accompanied by hyperemia, edema, and in- 
creased mucus production which occurred after each 
trauma. 

The author concludes that with regard to the 
gastritic forms of stomach diseases, be they endog- 
enous, due to a hyperactive gastric juice, or exog- 
enous, due to dietary intoxication, we should not 
forget the gastropathies of purely nervous, hormonal, 
or avitaminotic types; especially not, if we desire a 
clear understanding of the final causes of the ana- 
tomical and functional change of the mucous mem- 
brane and its clinical function. 

(EccertT). SAmuEL J. Focetson, M.D. 


Achmatowicz, L.: Observations on and Contribu- 
tions to the Therapy of Acute Mechanical 
Intestinal Obstruction (Beobachtungen und 
Beitraege zur Therapie des akuten mechanischen 
Darmverschlusses). Arch. f. klin. Chir., 1936, 187: 
500. 


The author reports his experiences in operating 
on 461 cases of intestinal obstruction, among which 
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were 291 hernial incarcerations, 12 intussusceptions, 
and 158 other forms of intestinal obstruction. The 
report includes statistical tabulations concerning 
the distribution of the cases according to the age 
of the patient and the season of the year during 
which the operation was performed. It is note- 
worthy that during the six warm months, from May 
to October, almost twice as many patients were 
operated on as during the cold months, from Novem- 
ber to April. Only 10 per cent of the patients were 
operated on on the first day of their illness, 25 per cent 
on the second day, and 65 per cent during the later 
stages of the disease. One hundred and thirty-eight 
cases are tabulated according to the cause of the 
intestinal obstruction; of this group 65 were cured 
and 63 (45.5 per cent) terminated fatally. 

Recovery following acute mechanical intestinal 
obstruction depends in the greatest degree upon the 
timeliness of the diagnosis and the early performance 
of the operation. Early surgical intervention is 
possible only if the public has been made aware of 
the dangers of this disease, and if there is close co- 
operation between the general practitioner and the 
surgeon. A person ill with intestinal obstruction is 
greatly endangered because of intoxication and has 
only slight powers of resistance. For this reason 
only the most simple and absolutely necessary op- 
erative procedure should be undertaken. None of 
the remedies which are available for the purpose of 
detoxifying the organism is absolutely dependable. 
According to the experience of the author blood 
transfusions are worthy of trial. 

(L. Duscnt). Harry A. SatzMann, M.D. 


Mialaret, J.: Diverticula of the Duodenum (Les 
diverticules du duodénum). J. de chir., 1937, 49: 366. 


In spite of the relative frequency of duodenal 
diverticula the clinical manifestations and treat- 
ment have by no means been well established. Very 
often certain symptoms have been attributed to the 
presence of a diverticulum when they could have 
been explained by some associated lesion. Various 
methods of treatment have been employed without 
precise indications; and little is known of the late 
results of operative procedures. 

Eighty-five per cent of duodenal diverticula occur 
in the second portion of the duodenum; nearly all 
arise from the concave surface and are more or less 
intimately connected with the pancreas. Occasion- 
ally they are multiple or associated with diverticula 
elsewhere in the intestinal tract. Most of them are 
the false type, consisting of a hernia of the intestinal 
mucosa along the blood vessels. They seldom occur 
in a patient less than fifty years old. 

On the basis of the symptomatology, six types can 
be recognized: 

1. The dyspeptic type. The patient complains of 
discomfort and pressure in the epigastric region 
which occurs a variable time after eating and lasts 
for a variable period. These symptoms occur in the 
absence of inflammatory changes and are due to sim- 
ple distension of the diverticulum. 
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2. The pseudo-ulcerous type. This is the most 
common type and is due to diverticulitis. 

3. The pyloric stenosis type. This symptom re- 
sults from compression of the duodenum by the dis- 
tended diverticulum. 

4. The intestinal type. Vague symptoms of en- 
teritis are noted. 

5. The gall-bladder type. In this type there are 
crises of pain in the right hypochondrium which 
closely simulate gall-stone colic. Also, there may be 
icterus. 

6. The pancreatic type. Intense peri-umbilical 
pain which occurs without relation to meals, vomit- 
ing, diarrhea, loss of weight, and sometimes icterus are 
noted. If the latter condition is present the symp- 
toms may simulate those of a pancreatic tumor. 

The complications to which diverticula are occa- 
sionally subject include acute inflammation, perfora- 
tion, gangrene, and rarely cancer. 

Diverticula are seldom responsible for digestive 
symptoms. Demole in 1936 stated that in forty-six 
cases of diverticula observed roentgenologically, 
some other associated lesion was responsible for the 
symptoms. Considering only the cases confirmed at 
operation, hardly a dozen could be found in which 
the diverticulum appeared to be the essential trou- 
ble. The case histories of four such cases are given 
briefly. In three patients there had been prolonged 
postprandial distress with vomiting; the fourth suf- 
fered from profuse gastric hemorrhages. In each 


case removal of the diverticulum was followed by 
permanent relief. Similarly, case histories are cited 
in which diverticula were the cause of biliary and 
pancreatic symptoms. 

Operative treatment has given an immediate mor- 


tality of about 16 per cent. This includes cases in 
which other lesions, such as cholelithiasis, were 
treated at the same time. As far as diverticula alone 
are concerned, the intrapancreatic diverticula offer 
the greatest operative difficulties and dangers. 

Because operative treatment carries real risks and 
a diverticulum is seldom a menace to the life of a pa- 
tient, it may be asked to what extent an operation is 
justified by its late results. In twenty-two unpub- 
lished cases collected by the author the results were 
as follows: an error in diagnosis was made in two 
cases; postoperative death occurred in four; death 
from gastric carcinoma occurred ten months later in 
one; no improvement in the symptoms was found in 
four; amelioration of symptoms occurred in one; and 
complete cure was obtained in three. 

Indications for operation can be considered only 
after a complete study of the patient. This study 
should not merely establish the existence of the di- 
verticulum, but should make certain that no other 
lesions are present. If the diverticulum is the only 
lesion that can be detected, operation may be done 
because of progressive loss of weight, rebellious gas- 
tro-intestinal symptoms, or icterus. Even under 
these circumstances the intervention will be in the 
nature of an exploratory operation with the diver- 
ticulum as a secondary consideration. 
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Among the operations that have been employed, 
resection of the diverticulum is the best. Invagina- 
tion is equally dangerous but possesses several dis- 
advantages. When icterus due to the diverticulum 
and changes in the pancreas is present, drainage of 
the biliary tract should follow the resection. 

ALBERT F. DE Groat, M.D. 


Shanks, S. C.: Congenital Abnormalities of the 
Colon. Brit. J. Radiol., 1937, 10: 261. 


The appendix, being a vestigial structure, is subject 
to many anatomical variations in length, lumen, posi- 
tion, and mobility. In the barium meal the appendix 
appears classically as a blind tube 3 to 4 in. in length 
with a single or double curve. Many variations from 
this prototype exist. Diverticula of the appendix 
are rare but the writer has seen one case. Misplace- 
ments of the appendix depend on misplacements of 
the cecum, either as the result of arrested rotation 
of the colon or on account of an unduly long meso- 
colon. 

The large intestine comprises the cecum, colon, 
and rectum. The cecum next to the rectum is the 
widest and most distensible portion. Situated in the 
right iliac fossa, its normal shift in the prone and 
erect positions is one and one-half inches. In 5 per 
cent of the cases the cecum has no mesentery and is 
fixed in position. The ascending colon is bare to the 
peritoneum posteriorly but in spite of this, it dis- 
plays a surprising degree of mobility. In normal 
subjects, the hepatic flexure of the colon lies in 
contact with the under surface of the liver. The 
transverse colon is subject to great variation in 
position because of its mesentery. The descending 
and iliac portions drop straight down to the pelvic 
portion. Anatomical variations may be classified as 
anomalies of length, rotation, fixation, and size. 
The anomaly of complete transposition associated 
with transposition of all abdominal contents is of chief 
importance when an appendectomy is contemplated. 
Congenital dilatation of the colon, megacolon, or 
Hirschsprung’s disease, is characterized by a varying 
degree of dilatation and hypertrophy of the colon 
without any apparent causal organic obstruction, 
and obstinate constipation dating from birth. The 
more severe cases occur in the young. The dilatation 
may involve the entire or only a part of the colon. 
The rectum is not involved and the cecum usually 
escapes the dilatation. The bowel wall may exhibit 
muscular hypertrophy and even fibrous hyperplasia. 
The pathogenesis of this condition remained obscure 
until Hurst pointed out the similarity to esophag- 
ectasia in cardiospasm and included it in the list 
of disorders resulting from derangement of the 
sympathetic neuromuscular system. Successful and 
even dramatic results have followed abdominal 
sympathectomy in these cases. 

Because of the gaseous distension of the colon 
usually present, a simple roentgenogram often 
demonstrates the dilated coils clearly, but does not 
show enough detail to differentiate a moderate de- 
gree of Hirschsprung’s disease from obstructive 
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colonic dilatation. A barium meal should never be 
used in the investigation of these cases because of the 
difficulty in getting rid of the inspissated barium. 
The barium enema is the method of choice. In a 
marked case the appearances are typical. The enema 
fills the rectum out to its normal size, and when the 
sigmoid is outlined the latter is seen to have approxi- 
mately an equal or greater caliber than the rectum. 
Haustra are either absent or very slight. The sigmoid 
loop may be very long or in the shape of an acute 
“‘U” with the bend in the upper abdomen. It is rare 
for the barium to reach further than the splenic 
flexure in the advanced cases. Two operations are 
in vogue at the present time: (1) removal of the 
second, third, and fourth lumbar sympathetic 
ganglia on both sides with the connecting rami; 
and (2) periarterial sympathectomy, by stripping 
off the plexus surrounding the first inch of the 
inferior mesenteric artery. Satisfactory results have 
been obtained with both operations and failures as 
well. Joun W. Nuzum, M.D. 


Margottini, M.: Chronic Appendicitis (L’appen- 
dicite cronica). Policlin., Rome, 1937, 44: 
chir. 76. 


There is a great deal of objection to designating 
chronic appendicitis as an idiopathic illness. Some 
consider it the result of a preceding acute inflamma- 
tion; some admit its existence only when it accom- 
panies disease changes in neighboring organs. 
Others wish to restrict the term to tuberculosis and 
actinomycosis of the appendix. 

Guided by clinical as well as by histological 
criteria, the author reports that among 487 opera- 
tions for appendicitis in the San Giovanni Hospital 
in Rome there were 33 cases (6.8 per cent) which were 
rightfully diagnosed as chronic appendicitis. The 
symptoms were similar to those of the acute type 
but less severe; or they consisted of dyspeptic disor- 
ders, sometimes even simulating cholecystitis, 
chronic gastritis, or gastric ulcers. In some cases 
pelvic symptoms, such as frequent urination or 
dysmenorrhea, prevailed. Some cases showed 
absolute latency and the diseased appendix was 
revealed at operation for other reasons. Histo- 
logically, the picture of chronic appendicitis was 
twofold: hyperplasia of the lymph follicles, often 
with numerous eosinophile cells in the mucosa; or 
atrophy of the mucous membrane with obliteration 
of the appendix by fibrosis. That the appendix 
really was the cause of the illness in these cases was 
demonstrated by the fact that 90 per cent of the 
patients were free from symptoms after the opera- 
tion. Therefore, appendectomy should be advised, 
when medical treatment does not give relief, espe- 
cially as there is always the possibility of an acute 
flare-up of the chronic process. The incision should 
be large enough to allow a thorough exploration of 
the abdomen. Very often similar lesions affecting 
the last part of the ileum, the cecum, or the adnexa 
of the uterus may be discovered. 

HELENE Lusowskt, M.D. 


Sez. 
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Caminiti, R.: The Appendicular Syndrome with- 
out an Appendix (Sindrome appendicolare senza 
appendice). Policlin., Rome, 1937, 44: sez. chir. 70. 

Up to the eighth week of fetal life there is only 
one cecal sac. Thereafter the upper part enlarges to 

form the cecum, while the lower part shows only a 

limited growth and forms the appendix. In some 

cases the latter development may be arrested and 
the child born without an appendix. The author 
came across one such case among 243 operations for 
appendicitis. The most exact and prolonged search- 
ing on the operating table did not reveal any trace 
of an appendix. The cecum was found to have a 
perfectly normal shape; and only the adhesions 
around it accounted for the clinical picture which 
had led to the diagnosis of appendicitis. The patient 
was benefited by the solution of the adhesions. 
Medical literature, old and new, contains accounts 
of about 50 such cases, which were found either on 
the operating table or at autopsy. The author dis- 
cusses the possibility of destruction of the appendix 
by pathological processes or by senile involution. 

Even after making an allowance for such destruc- 

tion, there always remain cases of complete agenesia 

of the appendix and cases in which there is at least 

a small button as a hypoplastic substitute. However, 

these anomalies are so exceedingly rare that the 

knowledge of their existence should never detain a 

surgeon from undertaking an intervention if it seems 

to be indicated. HELENE Lusowsk1, M.D. 


LIVER, GALL BLADDER, PANCREAS, 
AND SPLEEN 


Donath, W.: White Bile (Ueber die weisse Galle). 
Beitr. z. path. Anat. u. 2. allg. Path., 1936, 98: 145. 


Two cases are described in which white bile was 
found in the entire biliary system and, at the same 
time, a marked cholesterin deposit in the wall of 
the gallbladder and bile ducts. The unanswered 
question as to how hydrops of the bile tract occurs 
was again raised. Attention was called to the little 
known but basically important work of Rous and 
MacMaster. These investigators made studies in 
the dog, in which animal the hepatic ducts are 
separate for a long course and the gall bladder emp- 
ties into the right hepatic duct. By ligating the 
branches of the hepatic ducts and examining the 
bile, it was definitely found that the gall bladder 
concentrated the contained bile tenfold. Ligation 
of the hepatic branch below the opening of the 
cystic duct led to the formation of green bile; 
ligation of the left hepatic duct, to white bile. The 
Jatter was also formed if a portion of the hepatic 
duct was isolated and both ends were tied. From 
these observations it was concluded that by the 
exclusion of the gall bladder, the capacity for pres- 
sure regulation in the duct system was lost. After 
a certain period, the secretion of bile in the liver was 
rendered impossible thereby, while the mucous 
glands continued to secrete and fill the bile ducts 
with a serous, colorless fluid. The contents of the 


bile tract lost their color as the bile was absorbed by 
the lymph and blood; the contents of the biliary 
system took on the colorless character of the bile- 
duct gland secretion. According to this, the pro- 
cedure was not necessarily based on the presence of 
inflammation. In numerous examples of white bile, 
it was shown that when the gall bladder was me- 
chanically or functionally excluded by the loss of its 
mucous membrane, it lost its pressure regulating 
action. Acute, recent inflammation has not been 
described in any of the cases of white bile reported 
in the literature. The association of recent inflam- 
mation is not necessary for the formation of white 
bile. However, it may favor the process. This as- 
sumption confirms rather than contradicts the 
experiments of Bernhard. In contrast to this, hy- 
drops of the gall bladder is only produced by in- 
flammation. In the two cases from the Aschoff 
Institute, cholesterin ester was demonstrated in 
the gall-bladder wall. It had no special significance 
and came from the blood serum which reached the 
biliary system during the inflammatory process: 
(F. BERNHARD). Leo M. ZimmMerMAN, M.D. 


Tantini, E.: Obstruction of the Common Duct 
from Tuberculous Adenopathy of the Hilus of 
the Liver (Ostruzione del coledoco da adenopatia 
tubercolare dell’ilo epatico). Riv. di chir., 1937, 
3: 73 

A woman of forty with no history of any impor- 
tance and apparently in good health was suddenly 
stricken in October, 1927, with intense pain in tle 
right hypochondrium which radiated to the back 
and epigastrium. The next morning she presented 
icterus; the urine was dark-colored, and the stools 
were white. The pain gradually decreased and in 
two weeks she was normal. 

In March, 1928, she had a similar attack. In De- 
cember, 1920, she again had very violent pain in the 
right hypochondrium which radiated to the right 
shoulder and epigastric region. At the same tirre 
she vomited a greenish mixture and had fever rang- 
ing from 37.5 to 37.9 degrees. The next day she 
was icteric; and the urine was dark and the stools 
greenish. The pain gradually decreased, but the 
icterus and abnormal color of the stools and urine 
persisted. She was sent to the hospital on De- 
cember 15. 

She presented an intense icterus of the skin and 
mucous membranes and a slight bilateral enlarge- 
ment of the cervical and inguinal glands. The cardio- 
vascular system was normal. In the upper right 
quadrant of the abdomen there was a mass the size of 
a mandarin which moved slightly on deep inspira- 
tion. Pressure caused such intense pain that it wes 
impossible to determine the exact form or character 
of the surface of this mass. On its median side at the 
level of the umbilicus was a hard nodule the size of a 
large filbert. The liver was enlarged considerably ; 
the spleen only moderately. 

A roentgenogram of the liver region after the in- 
jection of tetra-iodophenolphthalein showed a pear- 





oo 26 im 6 oe eo 426 Ge an uaa ee eee 2 


_ni om te 


SURGERY OF THE ABDOMEN 


shaped shadow of the gall-bladder. A diagnosis of 
calculous cystitis and calculosis of the common duct 
was made and operation performed. There were 
tenacious adhesions of the gall bladder to the omen- 
tum, so that the gall bladder seemed to be wrapped 
in a sheath of adhesions. There were no stones in the 
gall bladder nor in the common or cystic ducts. 
There was an enlarged gland of the size of a walnut 
at the bifurcation of the common and cystic ducts. 
It was easily enucleated and removed. Uneventful 
recovery followed. 

Histological examination revealed caseous tuber- 
culosis of the gland with secondary periadenitis of 
the sclerotic type. Auprey Goss Morgan, M.D. 


Guidi, G.: Experimental Studies on the Contrac- 
tility of the Gall Bladder (Studio sperimentale su 
la contrattilita della cistifellea). Arch. ital. d. mal. 
dell’ appar. digerente, 1936, 5: 553. 

After a condensed résumé of some of the literature 
concerning the physiology of the gall bladder, the 
author presents a description and the results of his 
personal researches. His early work was done with 
the gall bladder of the pig. Although he followed the 
technique described by others, he was not able to 
obtain contractions which could be recorded. He 
was equally disappointed with his observations of 
the gall bladder of the large rat. 

He then tried the gall bladder of the guinea pig 
and devised his own method of procedure. He uti- 
lized the cystic or common duct for the establish- 
ment and measurement of pressure within the gall 
bladder. The fundus was simply suspended with a 
small hook as is common in studying the heart of the 
frog. This small hook was connected to the record- 
ing lever. The entire preparation was kept in a con- 
stant temperature bath of normal Ringer’s solution 
saturated with oxygen. He did not measure the pH 
regularly, but found that the gall bladder would con- 
tract at any pH from 7.8 to 7. The bile was allowed 
to remain within the gall bladder. 

As is indicated in an accompanying graph in the 
article, fairly rhythmic equal contractions were mani- 
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fested at regular intervals of an average of about one 
and one-half minutes, and varying from one to two 
minutes. The optimum endocystic pressure for the 
function of the isolated gall bladder was not equal in 
all preparations, but approximated 20 cm. of water 
in a tube 1 cm. in diameter. The influence of other 
factors and drugs on these contractions is now being 
studied. A. Louts Rost, M.D. 


Simon, E.: Tumors of the Gall Bladder (Tumoren 
der Gallenblase). Chirurg, 1936, 8: 966. 


Benign tumors rarely occur in the gall bladder. 
They may be myomas, fibromas, and adenomas. 
Occasionally cystadenomas which develop from the 
ducts of Luschka are seen. Cysts may also be pro- 
duced by the echinococcus, as shown in one case. 
Tumors of the gall bladder are almost always malig- 
nant, usually carcinoma. Carcinoma limited to the 
gall bladder is seldom observed, and when it is, 
metastases usually appear shortly after surgical 
treatment. Roentgenological visualization of the 
gall bladder does not permit the early recognition of 
carcinoma; usually the gall-bladder carcinoma has 
already extended to adjacent structures. Often, 
however, the apparent carcinomas are inflamma- 
tory processes. Gall-bladder carcinoma may develop 
after cholecystostomy. An interesting case is de- 


scribed in which one and one-half years after the 
removal of pus and stones with subsequent drainage 
an inoperable carcinoma was found. The association 
of gall stones and carcinoma of the gall bladder was 
demonstrated in from 70 to 8o per cent of the cases. 
It is believed that gall-bladder carcinoma arises as 
any other carcinoma, but that its development is 


favored by the presence of stones. Carcinoma is 
particularly likely to develop in a chronically in- 
flamed, stone-containing gall bladder. About 
5 per cent of all patients with gall stones develop 
carcinoma later. This leads to the conclusion that 
early operation should be performed for gall stones, 
particularly when the stones occur in patients of 
cancer age. 


(F. BERNHARD). Lro M. ZIMMERMAN, M.D. 
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UTERUS 


Keller, R., and Burger, P.: Adenoma of the Body of 
the Uterus in Older Women (L’adénome cor- 
poréal polypeux de la matrone). Gynécologie, 1937, 
30: 5. 

The authors note that this type of uterine tumor 
is discussed but little in the literature and is un- 
doubtedly of relatively rare occurrence. It may be 
also that it is not recognized in all cases in which it 
occurs. It is found in older women after the meno- 
pause and usually several years after menstruation 
has ceased; therefore, it arises in a senile mucosa. 

This type of tumor shows distinguishing charac- 
teristics. Contrary to the usual type of mucosal 
polyp, it develops from hyperplasia of the mucosa 
with more or less marked glandular formation and, 
as it grows in size, forms a pedicle mechanically by 
reason of its weight and the effect of the expulsive 
forces of the uterus. The pedicle is large and may be 
found in any position at the lower as well as the up- 
per pole of the tumor or at the side. From this 
pedicle the tumor grows in all directions and enlarges 
the uterine cavity. This type of polypous adenoma 
is absolutely benign, shows no tendency to recur 
after its removal and no metastases. The only clini- 
cal symptom is bleeding, sometimes continuous, 
sometimes intermittent, which alternates with a dis- 
charge of glairy mucous; but the amount of blood 
lost is never large. The bleeding and the enlarge- 
ment of the uterus naturally suggest a cancer of the 
body of the uterus. Curettage is always indicated. 
In cases of this type the cervix is easily dilatable; 
the uterine cavity appears large and elongated; the 
tumor presents a soft, almost rubbery, resistance to 
the curette, and it is very difficult to obtain sufficient 
tissue for examination unless the instrument catches 
on some irregularity in the tumor. Sometimes the 
tumor can be grasped with a dressing forceps and 
removed in toto or piecemeal by rotation and trac- 
tion. The authors complete the treatment by the 
application of a small amount of radium, about 
9.6 mcd. 

The size of these tumors varies. According to the 
authors’ observations in three cases which they re- 
port, the tumors varied in length from 4 or 5 to 
10 cm. or more, and in thickness from 2 to 3 cm. 
The surface was irregular, owing to the multiple 
cysts in the tumor. The color was dark red or some- 
times grayish red. On palpation the tumor showed 
a certain resistance, comparable to that of rubber. 
It was not friable like a mucous polyp, nor hard as a 
submucous pedunculated fibroma. 

Histologically, this type of tumor shows a rather 
dense stroma and the vascularization varies. Some- 
times the capillaries are dilated and numerous, else- 
where they are of moderate caliber with thickened 
walls; and sometimes the blood vessels are almost 


entirely absent. The peculiar aspect of the tumor 
is caused by its glandular formation. The mucosa 
that lines the rest of the uterine cavity shows com- 
plete senile atrophy, but in the tumor the glands 
show marked activity and growth. There are two 
chief types of gland formation: groups of glands close 
together; and glands at a greater distance from each 
other with considerable stroma separating them. 
The shape of the glands is very irregular. There are 
no histological signs of malignancy. All the glands 
show a tendency to form microcysts, which are very 
numerous and give the tumor its typical spongy 
appearance. ALICE M. MEYERs. 


Wohlwill, F.: On the Stroma of Cervical Carci- 
noma (Sdébre o estroma do carcinoma do colo do 
iitero). Arg. de patol., 1936, 8: 64. 

The author reports his investigation of the stroma 
in 100 cases of carcinoma of the cervix and portio. 
Great variety in the cellular infiltration as well as de- 
velopment of the reticulum were observed. Both of 
the preceding proved to be intimately associated 
with each other. Where an accumulation of reticulo- 
cytes is marked, three-dimensional nets of reticular 
tissue are formed, in the meshes of which the various 
kinds of inflammatory elements are found. The lat- 
ter sometimes present a mixture of the various infil- 
trating cells, even to the point of uniting themselves 
into a typical granulation tissue, or they may be 
present in more or less pure formations of separate 
and distinct types of cells. When lymphocytes are 
the only infiltrating cells, the picture of typical lym- 
phatic tissue may arise. In one case, the histological 
picture was so overwhelmingly that of lymphatic tis- 
sue, and the potentialities for growth as manifested 
by mitoses in the lymphocytes were so great, that 
the picture could easily be mistaken for that of a car 
cinoma and a lymphosarcoma forming together a 
mixed tumor. These facts suggest that the marked 
growth of collagenous connective tissue in scirrhus 
carcinoma and the bone formation in osteoblastic 
carcinoma are all reactions of a similar type. A rela- 
tion to the occurrence of healing could not be estab- 
lished. 

In thirteen cases eosinophilic leucocytes were 
noted as the predominant element; and a relation- 
ship with the presence of necrosis could not be es- 
tablished. In contrast to the observations of others, 
the author found that many such cases exhibited a 
not inconsiderable blood eosinophilia which reached 
17 per cent of all the white cells; while in the control 
cases this percentage remained within normal limits, 
never exceeding 5 per cent. Because of the small 
number of cases, the author draws no conclusions 
from this relationship. 

The stromal reaction causes the formation of a 
basal membrane at the peripheries of the tumor 
masses. Sometimes this membrane is arranged as a 
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more or less complete network around the concentric 
tumor cores. Within the basal membrane the tumor 
nests are sometimes entirely free of reticulum. Fre- 
quently, however, more or less numerous fibers 
branching off from the basal membrane, especially 
in the peripheral zones of the tumor masses, are 
found. 

The significant features in the formation of the 
stroma are set forth. Legitimate relationships be- 
tween specific carcinoma forms and specific stromal 
reactions could not be established. This held true 
for the specific formation of lymphatic tissue also. 
(he author believes that definite specific influences 
on the tumor parenchyma exist, but they cannot be 
expressed in terms of morphological structure alone. 

Wohlwill admits that his original belief that dif- 
ferent kinds of stromal reactions reflected differences 
in the prognosis is no longer possible in the light of 
his later work. Dante G. Morton, M.D. 


MISCELLANEOUS 


Madsen, V.: Roentgenological Measurement of the 
True Conjugate Diameter (Roentgenologische 
Messung von Diameter conjugata vera). Acta obst. 
et gynec. Scand., 1937, 17: 53. 


Frontal roentgenological exposures have been 
made for a long time to obtain information regarding 
the position of the fetal head in the pelvis, especially 
when suspected of being abnormal, and also in cases 
in which there is doubt as to the fetal part present- 
ing. Such exposures give no definite information as 
to the amount of the pelvic contraction, or whether 
the head has descended or not. However, over- 
lapping of the cranial bones has indicated the descent 
of the head. The size of the true conjugate diameter 
of the pelvis and the descent of the head are two 
important factors during the process of labor when 
it is prolonged, and also when pelvic measurements 
indicate pelvic contraction, especially in suspected 
rachitic cases. The exploratory measurement of the 
diagonal conjugate is not always possible or even 
desirable when labor has begun. The head may ob- 
struct the exploring finger; exploration during labor 
is best avoided, especially when cesarean section 
may be necessary; and besides, the diagonal con- 
jugate gives no definite information as to the size 
of the true conjugate. For these reasons the roent- 
genological measurement of the true conjugate 
diameter in the lateral position is proposed. 

The patient is placed in an accurate lateral posi- 
tion with slight flexion of the hips and knees. By 
means of adhesive plaster a metal scale measured in 
centimeters is attached to her back over the spinous 
process of the lumbar spinal column and sacrum in 
such a position that it lies in the intergluteal fold. 
The x-rays are centered toward the most posterior 
edge of the acetabulum. The measurement is 
carried out as follows: 

A line is drawn from the uppermost internal angle 
of the symphysis to the promontory and lengthened 
until it cuts the measure. The angle A thus produced 


is bisected, and a perpendicular is then erected from 
the promontory to the bisecting line. From the 
point of intersection, D, a line is drawn at right 
angles to the measure at point C. Starting at the 
uppermost and most posterior angle of the symphysis 
a line is drawn parallel with the line BD, which cuts 
the bisecting line at G, and from this point a line, 
FG, is drawn parallel with the line CD, which also 
forms a right angle with the measure. The resulting 
triangles, ABD and ACD, are equal, as are also 
angles, AEG and AFG. The distance AB equals AC 
and the distance AE equals AF. Therefore, the dis- 
tance BE, the true conjugate, equals that of CF, 
which is read on the measure. With this technique 
the direct measurement was found to be identical 
with the roentgenological measurement both in nor- 
mal and abnormal pelves. Roentgen exposures 
during labor have not injured the fetus. 

This technique was tried out on anatomical speci- 
mens, at necropsies, and in a series of patients in 
labor, and the results were found to be reliable. 

Louis NEUWELT, M.D. 


Porchownik, J. B., and Wittenburg, W. W.: Roent- 
gen Treatment of Menstrual Disturbances in 
Young Women. Results of Twelve Years’ 
Experience (Roentgenbehandlung der Menstrua- 
tions-stoerungen bei jungen Frauen. Ergebnisse 
unserer 12 jaehrigen Erfahrungen). Roentgenprax., 
1936, 8: 695. 


In the period from 1924 to 1935 the authors have 
treated 225 women with various functional men- 
strual disturbances by weak irradiation of the 
ovaries and hypophysis. In one sitting from ro to 
12 per cent of a skin erythema dose was used on 
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the ovary and from 25 to 30 per cent on the hy- 
pophysis, from several fields, with 2.5 ma., 160 kv., 
0.5 mm. copper plus 1 mm. aluminum filtration. 
One hundred and forty of the patients could be 
followed up. Of these twelve were between sixteen 
and twenty years of age, thirty-nine between twenty- 
one and twenty-five, fifty-three between twenty-six 
and thirty, and thirty-six between thirty-one and 
thirty-nine years. The treatment was successful in 
43 per cent of the cases; there was improvement in 
20 per cent; and in 37 per cent there was no success. 
The results were more favorable in the younger 
patients than in the older. According to the resulting 
data there was improvement not only in the quanti- 
tative disturbances, the hypo-amenorrhea and 
hyperamenorrhea, and the qualitative disturbances, 
the spanomenorrhea and amenorrhea, but there 
was also a favorable influence on the general tonus 
of the body. The authors believe that the irradia- 
tion stimulates the vegetative nervous system so 
that there is a resulting hyperemia with improve- 
ment in ovarian function. In from 15 to 18 per cent 
of the cases conception occurred after treatment. The 
women had had from three to eight years primary, 
or from three to nine years secondary, sterility. In 
two-thirds of the cases pregnancy terminated with- 
out complications; in the others there was a mis- 
carriage. This was not believed to be due to roentgen 
injury of the ovum, but rather to the frequently 
simultaneous existence of malposition of the uterus. 
The full-term fetuses were normally developed. 
Even after temporary roentgen castration the 
authors could determine no injury of the child as 
long as the fertilization had occurred after the re- 
establishment of the menstrual cycle. The authors 
caution against x-ray irradiation, especially repeated 
irradiation in the same person as was done in these 
cases. Even when there is no demonstrable injury 
to the newborn there is still danger of injury to the 
germs cells; and if two such damaged germ cells 
meet there is not only the danger to the individual 
but also to the race. 
(W. Gericke). Jacop E. Kiern, M.D. 


Westman, A., and Jacobsohn, D.: The Effect of 
Estrin on the Corpus Luteum Function (Ueber 
Oestrinwirkungen auf die Corpus luteum-Funktion). 
Acta obst. et gynec. Scand., 1937, 17: 1. 


As a continuation of previous experiments in 
which it was shown that the development of corpus 
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luteum is to a high degree affected by estrin, the 
author tested the possibility of prolonging the time 
of function of the corpus luteum in pseudogravid 
rabbits by the administration of follicular hormone. 

Twenty-four tests were made. These showed that 
the corpus luteum still presented a histologically 
normal structure on the thirty-first day after copula- 
tion, and only on the thirty-fifth or thirty-sixth day 
signs of beginning degeneration appeared. In the 
majority of the cases the daily dose of estrin, given 
intramuscularly, varied between 20 and 50 mouse 
units. 

On account of the treatment with estrin, the 
uterine mucosa in most cases presented an estrin 
reaction. In some cases, including one which was 
examined on the twenty-fifth day, the effect of the 
estrin was not strong enough to inhibit the action of 
the hormone from the remaining corpora lutea with 
the result that a typical corpus luteum reaction in 
the endometrium was present. From this it appears 
that the remaining corpora lutea produce specific 
hormones. : 


Westman, A., and Jacobsohn, D.: The Effect of 
Estrin on the Corpus Luteum Function. Part 
2. (Ueber Oestrinwirkungen auf die Corpus luteum- 
Funktion. IT). Acta obst. et gynec. Scand., 1937, 
cy: 33. 

In a previous work it was shown that the time of 
function of the corpus luteum can be considerably 
prolonged by treatment with estrin. 

In order to find out whether the estrin acts directly 
on the ovary or through the hypophysis a series of 
experiments were carried out in which hypophy- 
sectomized pseudogravid animals were treated with 
estrin. 

These experiments showed that the corpus luteum 
which under normal conditions degenerates on the 
third or fourth day following hypophysectomy may 
remain intact as long as the thirteenth day following 
the hypophysectomy as a result of the estrin treat- 
ment. As seen from the reaction in the uterine 
mucosa the corpora lutea show a wholly satisfactory 
production of specific hormone. 

If the hypophysectomy is carried out before the 
quantity of gonadotropic hormone necessary for 
follicle rupture and corpus-luteum formation has had 
time to secrete, no corpora lutea are formed even 
though the test animals are treated with great 
quantities of folliculin. 
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PREGNANCY AND ITS COMPLICATIONS 


Mackenzie, L. L.: A Statistical Study of the Treat- 
ment of Placenta Previa. Am. J. Obst. & Gynec., 
1937, 33: 577. 


A series of 22,115 cases of placenta previa has been 
studied. This series, the largest noted in the litera- 
ture, has been taken both from the published reports 
of the world and from a smaller number of hitherto 
unreported cases. 

The treatment and the result of treatment, in 
terms of maternal and fetal mortality, have been 
considered. Delivery has been divided into two 
groups: one comprising those women delivered by 
cesarean section, the other those delivered by any 
other means. Various other factors, such as the 
parity and the degree of placenta previa, have been 
studied. Maternal and fetal mortality has also been 
classified according to the degree of placenta previa 
and the method of delivery. 

A few rather interesting facts are brought out. 
There was almost no maternal mortality in the case 
of partial or marginal varieties of placenta previa 
when the patients were delivered by cesarean section. 
The maternal mortality from lateral placenta previa 
delivered from below was higher than that of central 
placenta previa delivered by abdominal section. 
The fetal mortality in partial placenta previa was 
much higher than that of the marginal type. Both 
types were treated by cesarean section. In each 


degree of placenta previa, cesarean section gave a 
lower mortality rate than resulted from delivery 
from below. 

Statistics are presented covering the facts reported 


from the principal countries of the world. The 
methods of delivery and the results of treatment in 
terms of maternal mortality are shown, and various 
contrasts between these factors are drawn. In the 
United States there has been a greater tendency 
toward cesarean section for placenta previa, while in 
Central Europe treatment has remained approxi- 
mately the same. 

In general, it may be stated that the risk for the 
mother and child in cases of placenta previa is less 
when delivery is terminated by cesarean section 
than it is following delivery from below. 

Epwarp L. Cornet, M.D. 


Mcllroy, A. L., and Rodway, H. E.: Weight Changes 
During and After Pregnancy, with Special 
Reference to the Early Diagnosis of ‘Toxemia. 
J. Obst. & Gynaec. Brit. Emp., 1937, 44: 221. 


One thousand patients, 704 primigravidas and 296 
multiparas, were kept under observation from the 
twenty-fourth week of pregnancy to term. The 
average periodic gain in weight was 11 lb. 2 oz. in 
the primigravidas and 11 lb. 7 oz. in the multip- 
aras. The maximal increase, 3 lb. 514 oz., occurred 


from the twenty-fourth to the twenty-eighth week. 
The minimal, 2 lb. 4 0z., increase occurred from the 
twenty-eighth to the fortieth week. All the patients 
showed a lower increase in weight than that found 
by other observers. This was probably due to the 
advice given to every patient as to dieting and 
exercise in order to prevent the onset of toxemia. 

The age of the patient had an influence upon the 
gain in weight in pregnancy. The older the patient 
the less increase there was in weight. The least 
gain occurred in patients of thirty-six years of age 
and upward; it was two-thirds less as compared to 
that of patients of thirty years or under. Parity has 
little or no influence. There was a slight average 
total gain, 11 lb. 7 oz., in the multiparas as com- 
pared to that of the primigravidas, 11 lb. 3 oz. 
Heavy patients showed less gain in weight than those 
of lighter build. 

The weight of the infant seems to have little in- 
fluence upon the changes in the maternal weight. 
The infants of primigravidas were heavier if the 
maternal weight showed much increase. In this 
series there was very little difference in the gain in 
weight of the patients who gave birth to infants of 
10 lb. or more and those of 5 lb. or less. Nine pa- 
tients whose weight at term was less than that at the 
twenty-fourth week gave birth to infants weighing 
from 6 lb. tog lb. 7 oz. There was a gradual increase 
in weight of the infants of multiparas who were over 
thirty years of age. Male infants were found to be 
slightly heavier than female. 

A decrease in weight occurred during the last two 
weeks before delivery in a number of cases; 22.5 per 
cent of the primigravidas and 22.15 per cent of the 
multiparas. A few patients showed a periodic loss 
of weight throughout pregnancy. This is difficult to 
explain and may be due to loss of tissue from ex- 
cessive fetal demands; although these patients did 
not show any marked evidence of malnutrition. Loss 
of weight is, as a rule, due to an increase in exercise, 
reduction of the carbohydrate intake, and increased 
elimination. 

In the 75 cases of toxemia the average age was 
thirty-three years. All of the patients had albumi- 
nuria, systolic blood pressure of 140 mm. Hg., and 
edema of varying degrees. The average periodic 
gain and the total increase in weight were greater 
in this group of cases. From the twenty-fourth to 
the thirty-eighth week the gain in weight was 50 
per cent greater than that of the normal cases. 
During the last two weeks of pregnancy it was almost 
three times as much as that of the series of normal 
cases. The total gain was one and a half times that 
of the non-toxic cases. 

Excessive or rapid gain in weight was due to 
errors in diet and lack of regular exercise in the 
majority of the cases. The reduction of weight was 
very definite when the carbohydrate intake was 
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lessened and more walking was done. Excessive gain 
may also be due to edema of the tissues although it 
is not evident on clinical examination until later. 
Some toxic patients had marked edema without 
excessive gain in weight. 

Patients with marked hyperemesis, malnutrition, 
disease conditions, or death of the fetus were ex- 
cluded from the series under observation. 

The prevention of toxemia and the early recogni- 
tion of signs of its onset were obtained by careful 
attention to the routine wéighing of antenatal 
patients. 

Seven hundred and ten patients were weighed 
approximately six weeks after delivery and it was 
found that primigravidas showed an average loss 
in weight of 21 lb. 5 oz. and multiparas 18 Ib. 14 oz. 
The birth weight of the infant accounted for one- 
third of the decrease in the primigravidas and two- 
fifths in the multiparas. 

J. THoRNWELL WirTHERspPOON, M.D. 


Stroganoff, W., and Davidovitch, O.: Two Hundred 
Cases of Eclampsia Treated with Magnesium 
Sulphate. A Preliminary Report. J. Obst. & 
Gynaec. Brit. Emp., 1937, 44: 289 

The authors describe the treatment of eclampsia 
as follows: 

The patient is placed in a quiet, somewhat dark- 
ened room under the constant observation of a 
trained nurse. Measures are taken to avoid any 
disturbance or irritation of the patient, in order that 
she may fall asleep. Following a convulsion or on the 
patient’s admittance to the hospital, she is given an 
injection of from 0.015 to 0.02 gm. of morphine 
muriatic under light chloroform anesthesia and is 
examined. In eclampsia chloroform is administered 
but for short periods of time and in low concentra- 
tions; it is mixed with large quantities of air. Chloro- 
form has been used in over 1,500 cases of eclampsia 
without any harmful effect. In thirty minutes 
about 6.0 gm. magnesium sulphate is given sub- 
cutaneously, preferably 40 gm. of a 15 per cent solu- 
tion. One and one-half hours later morphine is 
injected and three and one half hours later 6.0 gm. 
of magnesium sulphate is given again if there has 
been another convulsion. About 4.0 gm. of mag- 
nesium sulphate is given if there has been no con- 
vulsion and symptoms of its approach are absent. 
If delivery does not occur, from 4.0 to 3.0 gm. of 
magnesium sulphate is administered after an in- 
terval of six and then again after eight hours. If 
the convulsions do not cease, the patient is given 
the full dose, i.e., 6.0 gm. magnesium sulphate; but 
no more than 24.0 gm. in twenty-four hours. Vene- 
section or venepuncture is performed and the mem- 
branes are ruptured in each of the cases in which the 
patient is admitted to the hospital after having had 
two or three severe convulsions or six or more less 
severe convulsions. It is of the greatest importance 
that the patient be kept warm and lying preferably 
on her right side, as well as to administer oxygen fol- 
lowing a convulsion. The room should be properly 


ventilated, and the patient should breathe as regularly 
as possible. 

The number of cases treated in two hospitals was 
201. Eclampsia developed during pregnancy in 42 
(20.9 per cent); during labor in 110, (54.7 per cent); 
following delivery in 49 (24.4 per cent). Seventy- 
two (35.8 per cent), were emergency cases and the 
other 129 patients were booked cases. One hundred 
and seventy-nine (89.1 per cent) were primiparas; 
163 (81.1 per cent) primigravidas; and 22 (10.9 per 
cent) were multiparas. Ten patients had a multiple 
pregnancy; the rest a single pregnancy. 

Of the 201 patients, 6 died. 

The postpartum period was normal in 126 cases 
(62.7 per cent). Morbid conditions developed in 75 
(37.3 per cent) as follows: endometritis in 24, puer- 
peral ulcers in 4, perimetritis in 1, pyosalpingitis in 1, 
metastatic bacteriemia abscess following the ad- 
ministration of magnesium sulphate in 2, suppura- 
tion of the wound following cesarean section in 2, 
separation of the sutures of the perineum in 2, 
pyelitis in 7, cardiac decompensation in 1, meningo- 
encephalitis in o, shock in 2, fever without definite 
localization in 7, cystitis in 7, paracystitis in 1, 
mastitis in 3, subinvolutio uteri in 7, psychosis in 4, 
tonsillitis in 2, bronchitis in 2, dry pleurisy in 1, 
pneumonia in 2, hemorrhagic colitis in 1, nephritis 
in 1, and rupture of the uterus in 1. 

Two hundred and twelve children were born; 167 
(78.8 per cent) left the hospital. Thirty were still- 
born, and 15 died following delivery, a total of 45 
(21.2 per cent). Of the latter number 20 weighed 
under 4% lb., which reduces the mortality among 
children to 11.8 per cent. 

Convulsions were interrupted following the first 
administration of magnesium sulphate in 136 (67.7 
per cent) of the patients and continued in 65 (32.3 
per cent). The total number of convulsions which 
developed following the administration of magne- 
sium sulphate was 204, an average of one convulsion 
to a patient. 

The average stay at the hospital was 13.7 days. 
Sixty-nine (34.3 per cent) of the patients had de- 
livery without surgical interference, and 132 (65.7 
per cent) were subjected to the following operations: 
cesarean section, 2, one because of a narrow pelvis, 
the other because of atresia of the vagina; forceps 
54; early rupture of the membranes 73; blood-letting, 
mostly by venepuncture, 56; bringing down the 
foot 4; assistance by hand in breech presentation 7; 
podalic version and assistance by hand 4; extrac 
tion by the buttocks 1; version by Braxton Hick’s 
method 1; metreurysis 5; perforation for a dead 
fetus 1; perineotomy 16; separation of the placenta 
by hand 8; and suturing of the ruptures of the 
perineum 51. 

Cesarean section was scarcely ever used as a 
means of fighting eclampsia. More than 1,000 
cases of eclampsia have been treated without resort 
to it. 

The data prove that eclampsia has been con- 
quered by means of magnesium sulphate, and that 
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proper treatment can reduce the mortality rate 

below 0.5 per cent in initial cases and to from 2.5 

{o 4 per cent in advanced and infected cases. 
CHARLES Baron, M.D. 


LABOR AND ITS COMPLICATIONS 


Lankowitz, A. W.: Labor in 4,549 Patients with 
Contracted Pelvis (4,549 Geburten bei anatomisch 
engem Becken). Ztschr. f. Geburtsh. u. Gynaek., 
1936, 113: 372. 


In 30,275 births there were 4,549 cases with an, 
external conjugate of 18 cm. or less. The pelvis was 
generally contracted in 60.3 per cent, flat in 38.6 
per cent, generally contracted and flat in 1 per cent, 
and asymmetrical in 1 per cent. The external con- 
jugate was 18 cm. in 74 per cent, 17.5 cm. in 14.4 per 
cent, 17 cm. in g.8 per cent, 16.5 cm. in 1.3 per cent, 
16 cm. in 0.5 per cent, and 15.5 cm. in 0.05 per cent. 
Oblique and transverse presentations were seen in 
o.4 per cent of the cases; breech presentation was 
seen in 3 per cent; and face or forehead presentation 
in 0.3 per cent. 

A comparatively small number of the patients, 3.5 
per cent, were treated operatively. The maternal 
morbidity of the operated cases was 27.5 per cent 
and of the cases with spontaneous birth, 5.8 per 
cent; and the mortality was 3.1 per cent and 0.07 per 
cent, respectively. The number of operated cases 
depended upon the pelvic diameter. Operation was 
required in 2.5 per cent of the cases with a conjugate 
measuring 18 cm., in 6.3 per cent of those measuring 
17 cm., 24 per cent of those measuring 16 cm., and 
100 per cent of those measuring 15 cm. The flat 
pelvis required operative delivery in twice as many 
cases as the generally contracted type. Cesarean 
section was performed in thirty-two cases or 0.7 per 
cent of all cases with a contracted pelvis. A like 
number of forceps deliveries were made. In eleven 
cases the fetal head had not yet entered the pelvis. 
In these, the maternal mortality was 18 per cent 
and the fetal mortality 73 per cent. In twenty-two 
cases in which the head had entered the pelvis so 
that less traction was needed, the maternal mortality 
fell to 5 per cent and the infant mortality to 45 per 
cent. 

When the high forceps was used in the presence of 
a movable head the mortality was the same as that 
from perforation. Perforation occurred in thirteen, 
2 per cent, of the cases. In five, the fetus survived. 
The mortality in breech delivery was 8.9 per cent 
and that of delivery of cephalic positions was 0.7 
per cent. In cases with version the mortality was 
42 per cent. These figures show the futility of pro- 
phylactic version. A febrile reaction, or temperature 
over 38 degrees C., was found during the puerperium 
in 6.5 per cent of the mothers. This showed plainly 
that protracted labor and early rupture of the mem- 
branes had an unfavorable effect. Vaginal examina- 
tion did not bear any significant relationship to the 
postpartum course. 

(BRUEHL). WILLIAM C. Beck, M.D. 
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Cordaro, G.: The Antagonistic Action of the Har- 
monious Motor Functions of the Various Uter- 
ine Segments During Labor (L’armonia fun- 
zionale motoria antagonista fra i segmenti dell’utero 
in travaglio di parto). Riv. ital. di ginec., 1936, 10: 
523. 


After a short review of the literature, the author 
presents experimental evidence to show that the mo- 
tor activities of the corpus uteri, the lower uterine 
segment, and the cervix are independent and entirely 
antagonistic, but act harmoniously to effect delivery 
of the fetus. 

Forty virgin guinea pigs of equal age were selected 
and divided into four groups of ten. Each group was 
mated at successive intervals with the same males. 

In a brief review of the anatomy of the guinea- 
pig uterus and that of the human, the author com- 
pares the cornua to the human corpus, the fusion of 
the two cornua at the midline to the lower uterine 
segment, and the so-called neck to the human cervix. 

In the first group of tracings, the dynamics of 
labor for each segment showed: contractions of the 
cornua, active distention of the intermediate or 
fused portion, and passive dilatation of the neck. 
The cornu contractions were high in amplitude and 
regular; and at almost equal intervals spastic states 
occurred which were interrupted by small contractile 
movements. In the intermediate segment the con- 
tractions were much weaker, the amplitude was 
lower, and the pauses were longer; and no spastic 
phenomena were encountered. The cervix presented 
inertia which lasted for a time, and was followed by 
a period of very small contractile movements. 

Injections of adrenalin into the animal were found 
to increase the number, intensity, amplitude, and 
tone, of the contractions of the cornu; but no effect 
whatever could be produced upon the intermediate 
portion and the neck. The drug seemed to exhibit a 
selective action upon the cornu. 

Injections of atropine were found to have no in- 
fluence upon the motor action of the cornu, but the 
activity of the intermediate segment and especially 
the neck was definitely inhibited. 

These findings demonstrate that the three seg- 
ments of the uterus possess quite different motor ac- 
tions and react differently to the same stimulants. 
The author explains these phenomena on the basis 
of the nerve supply; the cornu is innervated by the 
sympathetic nerves; and the intermediate segment 
together with the neck is innervated by the para- 
sympathetic nerves. GerorcE C. Finoia, M.D. 


Luisi, M.: Cholesterinemia and Azotemia during 
Labor and the First Week of the Puerperium 
(La colesterinemia e l’azctemia dall’epoca del parto 
alla fine della prima settimana di puerperio). Riv. 
ital. di ginec., 1936, 19: 579. 


Using the technique of Pregl-Parnas-Wagner for 
azotemia, and that of Autenrieth and Funk for 
cholesterinemia, the author reports his observations 
upon the azotemia and cholesterinemia curves dur- 
ing labor and the first week of the puerperium. 
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From his results in 180 patients the average values 
for cholesterin were found to be: .215 per cent during 
labor, .140 per cent at the onset of lactation, and .170 
per cent on the seventh day of the puerperium. 

He believes that the blood cholesterin gradually 
diminishes after labor to return to normal on t e 
sixth or seventh day of the puerperium. The lowest 
values were encountered at the onset of lactation. 
The puerperal cholesterin curve is probably allied to 
the hyperfunction of certain endocrine glands, the 
increased function of which is associated with the 


mammary function. In the non-lactating women - 


the hypercholesterinemia which is encountered on 
the seventh day of the puerperium is less marked 
than that in the other women, which suggests ab- 
sorption of some inhibiting mammary involuting 
substance. In twin pregnancy the values are slightly 
augmented. There is no difference in the cholesterin 
curves of primiparas from those of multiparas. 

The average values for azotemia were found to be: 
.035 per cent during labor, .048 per cent at the onset 
of lactation, .o5o per cent on the fifth puerperal day, 
and .o42 per cent on the seventh day of the puer- 
perium. 

From these findings the author concludes that 
azotemia is augmented during labor and through 
lactation until the fifth or sixth post-partum day, 
when it begins to diminish. The puerperal hyperazo- 
temia is closely allied to the involution of the uterus. 
In twin pregnancy the values are slightly higher. 
The hyperazotemia is more marked in primiparas 
than in multiparas because of the increased duration 
of labor. The azotemia of non-lactating women is 
higher than that of lactating women. 

GeorceE C. Frnora, M.D. 


PUERPERIUM AND ITS COMPLICATIONS 


Pastore, J. B.: Postpartum Hemorrhage. Am. J. 
Surg., 1937; 35: 417- 

Postpartum hemorrhage is still one of the greatest 
causes of maternal mortality and morbidity in this 
country. It is almost impossible to define post- 
partum hemorrhage since it is an individual problem. 
A normal blood loss for one patient may prove to be 
a serious loss to another one. 

For practical purposes it is best to express the 
blood loss in terms of the body weight since the effect 
of any blood loss is inversely proportional to the 
total blood volume. For statistical purposes 1.0 
per cent or more blood loss is indicative of post- 
partum hemorrhage. On this basis a 1.0 per cent 


blood loss would be equivalent to 600 c.cm. in the 
average patient weighing 60 kgm., or to 800 c.cm 
in a patient weighing 80 kgm. The value of this 
method is important in the treatment of the patient. 

Another prerequisite for the correct evaluation 
of the effect of the blood loss on the patient is the 
accurate measurement of the blood loss. This can 
be done if a technique and apparatus similar to 
those at Cornell Medical School are used. 

The essential factor in the treatment of post- 
partum hemorrhage is early recognition and elimina- 
tion of its cause. Fhe best method for early recogni- 
tion of the source of bleeding is to follow the third 
stage of labor in its chronological order. 

First is the period from the time of delivery of the 
infant to separation of placenta. During this period 
perineal and vaginal lacerations may occur; then 
cervical lacerations; and lastly, uterine bleeding 
due to partial separation of the placenta. 

The second period extends from the time of sepa- 
ration of the placenta to completion of its expression. 
Hemorrhage may be caused by delayed expression 
of a separated placenta or by faulty expression of 
the placenta. The fundus of the uterus should never 
be used as a piston in the expression of the placenta 
because of the unnecessary trauma exerted upon it 
and because the uterus is usually pushed deep into 
the pelvis. The fundus may be squeezed and pushed 
downward with the right hand, but the left hand 
should prevent it from entering the pelvis by having 
the fingers directed under the symphysis. 

In the third period, following the expression of 
the placenta, hemorrhage may be caused by atony 
of the uterus, prolapse of the fundus into the pelvis, 
perineal and vaginal lacerations, cervical lacerations, 
and special abnormalities, such as placenta previa, 
premature separation of the placenta, myomata 
uteri, retained placental tissue, inversion of the 
uterus, placenta accreta, and rupture of the uterus. 

Following each delivery, we should ask ourselves 
whether the patient can withstand the blood loss 
with impunity. We have found that the incidence 
of postpartum infection increases 400 per cent if the 
cell volume drops below 30 per cent during the 
puerperium. We can maintain the cell volume above 
this level in three different ways: (1) by maintaining 
as high a cell volume before delivery as possible, 
(2) by decreasing the average blood loss during the 
third stage of labor, and (3) by replacing the blood 
loss by transfusion when the cell volume would drop 
below 30 per cent. This can be done with the use 
of charts which have been worked out and are shown 
in the original article. Stantey C. Hatt, M.D. 
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ADRENAL, KIDNEY, AND URETER 


Cumming, R. E., and Schroeder, C. F.: 
Atrophy. J. Urol., 1937, 37: 407. 


Perhaps ‘“‘atrophic pyelonephritis” would have 
been a better name for the condition which the 
authors discuss than “renal atrophy.’’ Most of the 
authors’ case records indicate the presence of past 
renal infection, although ordinary investigation did 
not always demonstrate infection and the evidence 
was insufficient for the assumption that infection 
was the only cause of the condition. In some cases 
there was no sign of persistence of infection. The 
nomenclature remains confusing. The term nephro- 
fibrosis was proposed, based upon the histopathology 
rather than the gross pathology. The atrophy was 
proliferative or replacement atrophy. The terms 
atrophy and hypoplasia should be sharply separated 
and the conditions described should be considered as 
pure atrophic states. Many times, secondary 
atrophy, due especially to obstruction or infection, 
was superimposed upon congenital hypoplasia. Ac- 
curate definitions of atrophy, hypoplasia, aplasia, 
and agenesis should be insisted upon. Herbst and 
Apfelbach separated their cases into two groups: 
(1) cases in which the kidneys were altered from 
normal by hypoplasia or aplasia of the metanephric 
mass, and (2) cases in which the kidneys were altered 
by inflammation, persistent circulatory disturbances, 
trauma, and obstructive hydronephrosis. The 
atrophic element in the combined picture may be due 
to congenital malformation entirely, such as a‘blind 
ureteral bud. 

The authors define nephrofibrosis as a localized or 
diffuse destructive or degenerative condition of the 
kidney, which may or may not have originated as an 
infective or infected embolic process, but results in 
a decreased size of the organ because of fibroblastic 
proliferation. It must be differentiated from 
nephrosclerosis, which is a degenerative vascular 
change in the kidneys associated with generalized 
vascular disease and has an entirely different cause 
and different symptoms. The recognition of renal 
nephrofibrosis clinically is of prime importance as 
the state of renal sufficiency is of basic value in 
planning treatment, surgical or otherwise, upon the 
kidney, ureter, bladder, and prostate. Atrophic 
kidney is an elusive entity and is often overlooked. 
Nephrofibrosis involving both kidneys, in contrast 
to suppurative or inflammatory destruction, may in 
fact be the actual cause of clinical findings of renal 
failure. Inflammation may be checked, and sup- 
puration quickly overcome with prompt improve- 
ment, whereas in renal atrophy this is not possible 
except that currently active tissue may be saved. 

It is not always easy to recognize any type of 
atrophy: with a negative history, unconvincing 
urograms, and dye values of relatively normal 
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limits, the diagnosis is difficult. Some advanced 
atrophic states cannot be discovered regularly by 
routine diagnostic procedures. After renal surgery 
the iliopsoas muscle shadow rarely, if ever, appears 
normal, except after simple nephrectomy; this devia- 
tion includes obscuration of the nephrograms and 
interferes with interpretations of the renal mass size 
and alignment. 

The causes of nephrofibrosis may be classified as 
follows: (1) obstruction; (a) infrarenal, and (b) pre- 
renal; (2) trauma; (3) operation; (4) infection; 
(a) primary, (b) generalized, (c) localized, (d) toxic, 
and (e) ascending; (5) calculosis; and (6) idiopathic 
causes, such as atrophy or disuse. 

The authors’ cases include the following primary 
or underlying disease conditions: lithiasis, 12; 
traumatic rupture of the kidney, 1; operative injury 
to the ureter, 3; hydronephrosis, 1; atrophic pyelo- 
nephritis, r; perinephritis, 1; hypoplasia calculus, 1. 
Two patients with extreme atrophy after ureteral 
injury were subjected to ureterolithotomy. The 
instance of perinephritis was unique in that the 
surgery preceding atrophy was ureteral reimplanta- 
tion for some evidence of pyelonephritis, but no 
obstruction. In one case of hydronephrosis which 
was grossly infected, it is doubtful if the involved 
kidney was functioning years prior to the nephro- 
stomy. In 20 cases of radical renal resection there 
were only 3 with recognizable atrophy. In the cases 
of bilateral lithiasis only a few of the operated or 
unoperated kidneys became atrophic. Infection 
seemed to play a more important réle than the 
atrophy of disuse. The largest group of cases were 
those caused by calculosis; even when there was no 
evidence of renal calculus, there was a strongly sug- 
gestive history. The authors believe that the infec- 
tion accompanying the calculi was no doubt partly 
responsible for the formation of the calculi and was 
the prime factor in producing atrophy later. 

The authors present the specifically new idea, that 
even though the lesion in the atrophic kidney ap- 
pears to indicate an old infarct, the involvemeni 
may be due to the results of ascending infection with 
pyelonephritis, vascular changes, and limitation of 
the nephrofibrotic areas corresponding to the units 
supplied by those particular vessels, the end arteries, 
as they have no anastomosis proximal to the 
glomeruli supplied. Acquired atrophy and nephro- 
fibrosis develop as a negative response to natural 
need, and one kidney carries the load of renal func- 
tion. Its fellow gets no biological urge until sufficient 
disorder occurs to prevent appreciable recovery. 
There may be a gradually decreasing blood supply 
with consequent degenerative vessel changes which 
prohibit retro-active improvement. Without antici- 
pated or logical reason, certain kidneys simply refuse 
to function after apparently successful and routine 
surgery. This startling condition often goes un- 
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recognized until some circumstance brings a wary 
roentgenologist to recognize the loss of functional 
activity, a small renal shadow, and contralateral 
renal hypertrophy; or until the surgeon finds that 
his perfectly well done surgery has rendered the at- 
tacked kidney useless. Louris NEuweELt, M.D. 


Rumpel: Kidney Stones, with a Special Considera- 
tion of Their Increased Incidence (Ueber die 
Nierensteinkrankheit, unter besonderer Berueck- 
sichtigung ihres heutigen vermehrten Auftretens). 
Klin. Wehnschr., 1936, 2: 1529, 1569. 

The theory of the existence of a calculus diathesis 
is discounted at the present time, and the old theory 
that renal stones are the result of a local disease of 
the kidney has again assumed importance. The lat- 
ter is based on the prevalence of unilateral involve- 
ment and the rarity of recurrence after operation 
for true primary aseptic renal stones. Kidney stones 
are the result of a disturbance of the functional 
equilibrium of the kidney which is associated with 
the regulation of the nerves. The disease is dis- 
tributed irregularly throughout the world. Definite 
climatic, geographic, or racial influences have not 
been established. Perhaps it is correlated with 
changed modes of living, particularly with regard to 
nutrition. Since infant nutrition has improved so 
markedly, stones in childhood have become less 
frequent. Since 1925 there has been an increased 
incidence of kidney stones in Germany and Austria, 
but in 1925 the poor nutrition of the postwar period 
had just ceased. The calcium content of the drink- 
ing water which is usually blamed is not responsible 
for the condition. Previous gonorrheal infections 
are not the cause. Neither could Rumpel establish 
the fact that influenza was the cause in any of his 
cases. He considers that sports which are associated 
with increased elimination and diminished intake 
of fluids are entirely a possible etiological factor. In 
contrast to former times, an increased incidence of 
kidney stones is found in persons from twenty to 
forty years of age who are in training. Rumpel dis- 
tinguishes three types of patients: 

1. Patients with a primary aseptic stone forma- 
tion. They are usually males in the third or fourth 
decade. They experience a sudden onset of renal 
colic without previous manifestations. There is a 
predominance of oxalate stones. As soon as these 
stones reach the bladder the pains cease suddenly. 
The stones are frequently passed spontaneously and 
unnoticed; or they remain behind and gradually be- 
come larger. 

2. Patients with a secondary aseptic stone forma- 
tion. These patients suffer repeatedly from renal 
colic, but may not have symptoms for years. How- 
ever, permanent disturbances, such as disturbance 
of the renal secretory function as shown by the 
methylene-blue test, take place. The upper urinary 
passages become dilated; and tissue injuries of the 
mucous membranes and even of the renal paren- 
chyma may be found. Sooner or later infection 
occurs. 
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3. Carriers of infected kidney stones. In patients 
with alkaline urine, phosphate deposits or coral 
stones occur rapidly. Patients with stones asso- 
ciated with malformations of the genito-urinary 
organs, albumin stones, postinfection stones, and 
stones resulting from trauma, prostatic hypertrophy, 
or central disease of the nervous system also belong 
in this group. 

Surgical treatment. Rumpel has performed 276 
operations in the presence of strict indications. The 
absence of red blood cells is no contra-indication. 
Cystoscopy and x-ray studies are necessary. With 
the cystoscope disturbances in the urinary stream 
and changes in the ureteral orifices are seen plainly, 
The methylene-blue test practically never fails. The 
genito-urinary tract should be examined without 
contrast media; if contrast media are used immedi- 
ately, small shadows of stones may be overlooked. 
Calcium shadows in the region of the urinary pas- 
sages cannot always be diagnosed as stones with 
certainty. Intravenous and retrograde pyelography 
are necessary. The author presents suggestions for 
the avoidance of errors. The ideal to be attained is 
early operation for a demonstrated, resting aseptic 
stone. So long as colic recurs, that is, as long as the 
stone is in motion, surgical intervention should 
usually not take place. Early operation is particu- 
larly urgent in bilateral renal calculus. As aids to 
mobilization of the stone, the ingestion of a large 
amount of fluid, from 2 to 3 liters, and mineral waters 
are suggested; for ureteral stones, injections of oil 
or glycerin. If it is not possible to displace the stone 
by a catheter or grasp it with a small stone forceps, 
the bladder should be opened and the stone in the 
ureter approached directly; or if it is in the ostium, 
the stone should be removed. The author does not 
approve of the other endovesico-urethral methods 
as they are more dangerous. Among 74 ureter- 
otomies he had only one fatality due to pyonephrosis 
in the other kidney. In general, two-thirds of these 
stones are passed spontaneously. Advanced age is a 
contra-indication to the operation. Small, chroni- 
cally recurring urate stones should not be treated 
surgically as a rule; neither should the huge bi- 
lateral kidney stones, which surprisingly cause few 
symptoms as very little functioning kidney paren- 
chyma is present in cases of this kind. 

Choice of operation. The removal of the stones 
followed by immediate suture is the ideal treatment. 
Incision of the renal pelvis, incision of the renal 
parenchyma for intrarenal stones, and incision of the 
ureter are also suggested. Palpation with the fingers 
and irrigation with saline solution is recommended. 
The author sees no advantage from x-ray study 
at the time of operation. Immediate suture may be 
practiced in the presence of mild genito-urinary in- 
fections. The author does not favor the use of the 
indwelling ureteral catheter. He believes too many 
pyelostomies and nephrostomies are being done. 
In the presence of large coral stones he recommends 
removal of the kidney as nephrotomy is just as 
dangerous. In the presence of severe infections he 
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recommends drainage of the renal pelvis, or better 
yet, removal of the kidney. Nephrostomy and 
pyelostomy are indicated for bilateral infected renal 
calculi and in the presence of a single kidney. 

Mortality. In 276 cases there were 14 deaths, 5 per 
cent; after 202 renal operations there were 13, 6.4 
per cent; and after 74 ureteral operations there was 
one, 1.3 per cent. Only two deaths were associated 
with the early operations; all of the others followed 
the late operations. 

In conclusion Rumpel discusses the recurrences. 
Among the primary and secondary aseptic cases 
recurrences followed in only 5 per cent; in the third 
group they followed in from 25 to 30 per cent. In- 
fection favors recurrence. The author considers the 
apathetic and resigned attitude of surgeons, due to 
the high incidence of recurrence, as unjustified. The 
recurrence indicates the need for early operation. 
At any rate, patients with a first case of renal stone 
should not be dismissed until repeated x-ray ex- 
amination has shown that the genito-urinary tract 
is free from stones. 

The article contains three roentgen illustrations. 

(FRANZ). Jacos E. Kietn, M.D. 


Gasparian, A. M.: Tumors of the Renal Pelvis 
(Tumeurs du bassinet). J. d’urol. méd. et chir., 1936, 
43: 130. 

This report is based on 11 cases of tumor of the 
renal pelvis, and a review of the reported cases which 
total about 400. The incidence was from 7 to 9 per 
cent of all tumors of the kidney. Males were 
affected more frequently than females. The aver- 
age age of the patients was about forty years. Often 
there were other associated lesions, especially renal 
calculus and papilloma of the bladder. The average 
duration of the symptoms in the author’s 11 cases 
was two years. The cause of the tumors was un- 
known, but renal calculus may have been a predis- 
posing cause. 

Histologically, three types of tumors were recog- 
nized in the renal pelvis: (1) connective-tissue tu- 
mors, which include fibromas, sarcomas, lipomas, 
and endotheliomas; (2) epithelial tumors, including 
simple cancer; and (3) fibro-epithelial tumors, which 
include papillomas and papillary carcinomas. Sev- 
enty-five per cent of the tumors belonged to the third 
group. 

Diagnosis was difficult, especially in the early 
stages. The principal symptom was hematuria, 
which occurred in from 80 to 85 per cent of the cases. 
It was or was not accompanied by pain and enlarge- 
ment of the kidney. The author believes that the 
hematuria depended more on the situation of the 
tumor in the pelvis than on its size. The presence of 
a papilloma of the bladder near the isthmus of the 
ureter did not exclude the presence of a tumor of the 
pelvis, but rather favored it. Examination of the 
urinary sediment for tumor cells occasionally aided 
in the diagnosis. Cystoscopy and retrograde pyelog- 
raphy were important diagnostic methods, but they 
did not prevent errors. Incomplete filling was due to 


muscular contraction of the pelvis, the presence of a 
clot of blood, or a non-opaque stone, and did not 
necessarily indicate the presence of a tumor in the 
pelvis. In doubtful cases the examination was 
repeated. 

Although many tumors of the renal pelvis were 
histologically benign, the incidence of local recur- 
rence and implantation in the ureter and bladder 
was so high, that all should be regarded as malig- 
nant and treated as such; i.e., by nephrectomy and 
ureterectomy. The operative mortality was from 
7 to 8 per cent. The end-results were unsatisfactory 
because of recurrences and deaths within one year of 
operation. 

The author concludes with brief reports on his 
eleven cases. Nephrectomy was performed in seven. 
One patient died on the sixteenth day, and autopsy 
showed metastases to the lung. The others are living 
and well from two years to five and one half years 
after operation. M. M. Zrxnincer, M.D. 


Biancardi, S.: Ureteroceles (Sull’ureterocele). Arch. 
ital. di chir., 1936, 44: 580. 

Biancardi defines ureterocele as a cystic dilatation 
of the inferior ureteral segment. This lesion is char- 
acterized anatomicopathologically by an endovesi- 
cal and submucous prolapse of the intravesical por- 
tion of the ureter which is abnormally dilated. When 
the bladder is opened, or on cystoscopy, the lesion 
appears in the form of a pseudocyst which is located 
at the opening of the ureter into the bladder. 

After having reviewed the literature on the sub- 
ject, the author states that the disease can be studied 
thoroughly only with the aid of cystoscopy and pye- 
lography. Another important factor in the study of 
the disease is the high-frequency current which per- 
mits endoscopic instead of transvesical treatment. 

The author briefly reviews all the cases of ure- 
terocele which have been reported in the literature 
and discusses the anatomicopathological features of 
the condition and the most common theories of its 
pathogenesis. 

According to Biancardi, the most important patho- 
genetical factor of a ureterocele is an obstruction at 
the orifice of the ureter into the bladder which may 
be either congenital or acquired. To this obstruc- 
tion may be added a dynamic factor consisting of a 
disturbed motor equilibrium between the superior 
ureteral segments and the intravesical portion of the 
ureter. These factors lead to the formation of a seg- 
mental ectasia of the lower ureteral portion; i.e., the 
formation of a ureterocele. 

With regard to the symptomatology of the condi- 
tion, there are cases which run an asymptomatic 
course. The most common symptom is renal pain 
similar to that found in renal colic. In other cases 
such symptoms as polyuria, dysuria, tenesmus, and 
pain in the bladder are by no means uncommon. In 
females the ureterocele may protrude through the 
labia minora and be diagnosed on simple inspection. 

The differential diagnosis involves neoplasms of 
the urinary bladder, renal calculi, prolapse of the 
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ureter, and urethral neoplasms, especially in the 
female. 

Treatment consists in fulguration of the uretero- 
cele. The author presents two cases which came un- 
der his personal observation. 

The first case was that of a fifty-six year old 
woman in whom the diagnosis was made by means 
of ureteral catheterization and chromocystoscopy. 
Treatment consisted in fulguration of the ureterocele 
sac with a current of from 200 to 250 ma. The pa- 
tient made an uneventful recovery. 

The second case was that of a twenty-two-year-old 
woman who since childhood had suffered from dys- 
uria and incontinence. Following fulguration of the 
lesion she made a prompt recovery. 

RicHarp E. Soma, M.D. 


BLADDER, URETHRA, AND PENIS 


Carli, C.: Regeneration of the Urinary Bladder 
(Sulla rigenerazione della vescica urinaria). Clin. 
chir., 1937, 13: 147- 

The author reviews the experimental and clinical 
reports on restitution of the bladder after extensive 
resection. There is general agreement that a func- 
tionally efficient reservoir is formed, but disagree- 
ment as to the mechanism of the process. The 
majority of the reports imply that there is a true 
regeneration which originates from the neck of the 
bladder or the first part of the urethra. 

Carli studied the problem experimentally in rab- 
bits. His methods and the results he obtained were 
as follows: 

1. Subtotal resection with reconstruction by su- 
ture resulted in a functionally efficient reservoir of 
moderate size, complete in all its layers, with hyper- 
trophied walls. The capacity was almost the same 
within a few days after operation as after three 
months. 

2. Dissection of the entire mucosa was followed 
by complete, although somewhat atypical, regenera- 
tion; the epithelium was flattened and the sub- 
mucosa thickened. 

3. Extensive resection with conservation of the 
trigone and ureteral openings was performed with- 
out subsequent suture. There was rapid prolifera- 
tion of granulation tissue from the edges of the 
residual bladder, of which it formed a cylindrical 
continuation, communicating at first with the ex- 
terior. The granulation tissue finally fused the 
edges. The result eighty days after operation was a 
small bladder of normal structure with thickened 
walls, adherent anteriorly to a mass of fibrous tissue 
infiltrating the abdominal wall. 

4. The bladder was resected without suture, leav- 
ing only the trigone, and the ureters were trans- 
planted into the abdominal wall. Four months later 
the fragment was found buried in fat tissue, un- 
changed in structure, but showing no regeneration. 
Carli believes that this was the first time that the 
residual bladder was studied experimentally when 
isolated from all external factors. 
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The last two experiments demonstrate the impor- 
tant function of granulation tissue in reconstruction 
of the bladder. In the third experiment, after hav- 
ing brought together the edges of the fragment, the 
granulation tissue had no further function and, be- 
ing no longer in contact with urine, was reduced to a 
simple mass of fibrous tissue. A counterproof of the 
principal réle of the granulation tissue was afforded 
by isolation of the fragment from contact with urine. 
All stimulus to the formation of connective tissue 
then being absent, the fragment remained inert. 
This experiment demonstrated that the bladder has 
no inherent power of regeneration in the biological 
sense, and that for reconstruction some factor in- 
fluencing the bladder residuum is necessary. The 
final structure has been interpreted as a regenerated 
bladder, but this regeneration was purely passive 
and was expended on the residual bladder, which 
adapted itself in the most opportune manner to com- 
pensate for the defect under the influence of factors 
which were different in every case. After reconstruc- 
tion by suture, the chief factor was distention; after 
resection without suture, it was the granulation 
tissue. 

The article is accompanied by photomicrographs 
and a bibliography. M. E. Morse, M.D. 


MISCELLANEOUS 


Uebelhoer, R.: Reflex Anuria (Die reflektorisch< 
Anurie). Arch. f. klin. Chir., 1936, 187: 389. 

This is an interesting as well as instructive work 
on the debated topic of reflex anuria, the existence 
of which is recognized by some and denied by 
others. The author discusses both viewpoints 
critically and adds valuable observations of his own. 
Some of his observations seem to confirm the occur- 
rence of reflex anuria, and some, when examined 
critically, permit an explanation of the apparent 
cases of reflex anuria on some other basis. There- 
fore, great care must be taken when a diagnosis of 
reflex anuria is made. 

The author has performed some experimental 
work to decide the question, and has conducted 
numerous difficult animal experiments in which he 
examined the capillaries microscopically to deter 
mine the cause of the renorenal reflex. He produced 
changes which were similar to the diseases in the 
human being, from which it could be assumed that 
the supposition that sudden ischemia of one kidney 
follows severe injury of the other is probably cor- 
rect. (Roepettus). Leo A. JuHNKE, M.D. 


Haim, A., and Mathewson, C., Jr.: Lymphogranu- 
loma Inguinale in San Francisco. J. Am. \/. 
Ass., 1937, 108: 961. 

The author aims primarily to stress the incidence 
of lymphogranuloma inguinale in California. Pub 
lished reports indicate that the disease is becoming 
more prevalent throughout the civilized world. The 
material consists of 46 proved cases and a prelimi- 
nary account of 700 cases in San Francisco. 
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The Frei test plays the most important part in 
the diagnosis. The antigen employed was made 
from the pus obtained from one of the patients ac- 
cording to Frei’s directions, without the addition of 
chemical preservatives, which may cause misleading 
non-specific reactions. Contamination of the antigen 
must be avoided by all means. The antigen must be 
iested for its specificity and potency in proved cases 
and in controls, 

In performing the test, 0.1 c.cm. of the antigen is 
injected intracutaneously on the flexor surface of 
the forearm. A red papule appears about twenty- 
four hours later and increases in size for the next day 
or two. The reading is made after forty-eight hours, 
the diameter of the red papule and the surrounding 
erythematous halo, if present, being noted in milli- 
meters. If the diameter of the papule is 6 mm. or 
more the condition is present. Smaller reactions are 
considered questionable. 

The positive test gives evidence of an acquired 
specific allergy, which usually continues throughout 
life and therefore does not necessarily indicate the 
presence of a recently acquired active infection. 
Old, completely healed infections may give positive 
reactions. Negative reactions may occur when the 
specific allergy has not yet developed, or when the 
reaction is suppressed by factors known to lower the 
allergy in other infections, such as syphilis. 

Twenty-three patients, twenty-one males and 
two females, presented inguinal adenitis due to the 
virus of lymphogranuloma inguinale. Aspirated ma- 
terial from these glands showed no organisms in 
smears and cultures in twenty-one. Frei tests were 
positive in all of the cases. Eight patients had a 


transient sore on the penis from eight to twenty-one 
days following exposure. In eight cases complete 
bilateral surgical extirpation of the inguinal glands 
resulted in prompt and complete healing without 
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recurrence and without elephantiasis of the genitals. 
Incision and drainage alone resulted in persistent 
fistulas in four cases. In two cases spontaneous re- 
gression of the buboes followed a course of intra- 
venous antimony and potassium tartrate. 

Twenty-three cases presented rectal manifesta- 
tions of this disease. The frequent positive reaction 
of the Frei test in patients with benign rectal stric- 
ture is strong evidence pointing to the fact that 
lymphogranulomatosis inguinale is the cause of this 
condition. In the cases of fifty-one patients treated 
for benign rectal stricture, the clinical evidence of 
lymphogranuloma inguinale together with the ab- 
sence of other causative factors made it plausible to 
assume that at least thirty-two of these patients had 
this disease. Before the Frei test was known many 
rectal strictures were thought to be of syphilitic or 
gonorrheal origin. 

The author has employed the Frei and the Dmelcos 
skin tests for chancroid to differentiate between 
lymphogranuloma inguinale and chancroid and has 
found them highly satisfactory. 

The results of a general survey of 405 adults, 281 
males and 124 females, subjected to Frei tests 
showed negative findings in 94.6 per cent; positive 
findings in 2.7 per cent; and questionable findings in 
2.7 per cent. Many of the patients with positive 
or questionable reactions had some clinical mani- 
festation suggestive of the disease some time during 
their adult lives. This was an almost exclusively 
white population. 

The author believes that any venereal infection 
should be considered as a potential mixed infection 
and that the Frei test should be used just as fre- 
quently as the serological test for syphilis. The fre- 
quency of the disease in the white population em- 
phasizes its public health importance. 

Louis NEUWELT, M.D 





SURGERY OF THE BONES, JOINTS, MUSCLES, TENDONS 


CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Lombard, P., and Fabiani, G.: Staphylococcic In- 
fections Secondarily Attenuated. Aseptic 
Osteitis from this Cause. (Les staphylococcies 
secondairement atténuées.- Leur ostéites tardive- 
ment aseptique.) Rev. d’orthop., 1936, 43: 577- 

The recrudescence that may occur in old foci of 
osteomyelitis has been recognized for a long time. 
For this reason the cure of adolescent osteomyelitis 
is never completely assured. An acute osteomyelitis 
may subside but organisms of attenuated virulence 
which are capable of causing low grade suppurations 
resembling cold abscesses in distant bones persist. 
Two observations of the latter variety are presented 
in some detail. 

Case I. A native Algerian boy fifteen years old 
had a year previously passed through an acute 
episode marked by delirium, high fever and pain, and 
swelling in the left hip. The acute symptoms grad- 
ually subsided and at the end of three months he was 
able to be up and about with the aid of a cane. He 
entered the hospital pale and emaciated. Examina- 
tion revealed a large mass of bony consistency in 
the left internal iliac fossa and diffuse swelling in the 
external iliac fossa. The hip joint was almost com- 
pletely immobilized in flexion at an angle of about 
45 degrees. About the articulation proper there was 
neither swelling nor tenderness. The fourth meta- 
tarsal bone of the right foot showed a fusiform, 
painless swelling; and an enlargement of the external 
malleolus was found on the same side. 

The radiographic appearances of the above lesions 
were unusual. The iliac bone was greatly thickened 
and, while dense in the center, was irregularly rare- 
fied at the periphery apparently because of the 
presence of multiple cysts. Both the head of the 
femur and the acetabulum showed destructive 
changes. The metatarsal and the malleolus were 
expanded and cystic. In the cavity of the malleolus 
appeared to be a sequestrum. 

A resection of the metatarsal bone was performed. 
Healing ensued by first intention. The cavity in the 
bone contained an amorphous granulation tissue. 
Cultures of this material made on a variety of media 
remained sterile. Later the iliac bone was opened 
surgically. The cavities contained a turbid serous 
fluid and a gelatinous material, and showed only a 
chronic suppurative process upon histological exam- 
ination. Cultures were again negative. 

When the operative wounds healed, a hazel-nut 
sized, painless tumor developed on the plantar sur- 
face of the left foot over the head of the first meta- 
tarsal bone. It developed about five months after 
the boy was first observed. The lesion was excised. 
In the center were a few drops of creamy pus and 
two minute foreign bodies. The pus yielded a pure 


culture of staphylococcus aureus. Histological exam 
ination again revealed only banal chronic suppura- 
tion. The two foreign bodies consisted of bone. 
A second plantar abscess of the same character 
developed subsequently and likewise yielded staphy- 
lococci. Meanwhile exhaustive tests seemed to 
eliminate the possibility of tuberculosis, syphilis, and 
any of the mycoses. 

A careful study of the staphylococcus and its 
toxins revealed an organism of low virulence. 

Case II. A European child twelve years old 
suffered from acute osteomyelitis of the right tibia 
This condition was treated surgically in the usua! 
manner and an apparent cure was obtained. Three 
years later the patient reappeared with an abscess 
over the sternum. It had developed insidiously and 
without any thermal reaction. No involvement of 
the bone could be discovered either by radiographic 
examination or at operation. The pus contained a 
staphylococcus aureus which, like that-in the first 
case, was of low virulence. 

In their conclusions the authors fail to exploit 
their findings in the light of recent bacteriological 
theory, but instead urge caution in the interpreta- 
tion of theresults of staphylococcic vaccinotherapy. 

ALBERT F. De Groat, M.D. 


Wilensky, A. O.: Acute Hematogenous Osteomye- 
litis: Classification of the Cases of Acute 
Hematogenous Osteomyelitis as Determined 
by Therapeutic Indications; Results of Opera- 
tive Treatment. Arch. Surg., 1937, 34: 320. 


Acute hematogenous osteomyelitis presents two 
features: a generalized bacterial infection, and a local 
bone lesion. The former is the more important as it 
determines the outcome, and as it is the primary 
factor it is not removed by operation on the local 
lesion. The old teaching of urgency and radicalism 
in the treatment of the local lesion is being changed 
to one of watchful waiting and conservatism, as 
osteomyelitis may and does heal spontaneously. 
Radical operative procedures are unwise and opera- 
tion, when necessary, should be limited usually to 
simple incision and drainage. 

The purpose of this article is to illustrate by case 
reports the above contentions, and to show that the 
treatment of acute hematogenous osteomyelitis 
cannot be standardized. Patients may be divided 
into various clinical groups. In the first group opera 
tion of any kind can be avoided and spontaneous 
recovery occurs. There is either early retrogression 
of the osseous lesion or the latter goes through the 
sequence of necrosis, sequestration, and exfoliation. 
Theoretically, each bone focus can act as a secondary 
point for distribution of infection, but practically 
this seldom occurs. In the second group the gen- 
eralized infection is the paramount factor and death 
results whether the bone lesion is operated on or not. 
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In a third group the generalized infection becomes 
controlled and the end-result depends on the local 
bone lesion. The latter may lead to complications, 
such as hemorrhage or joint involvement which are 
fatal; or it may eventually be brought under com- 
plete control. It is in this group that radical opera- 
tive procedures, even complete osteotomy, cause no 
improvement. After such operations the blood cul- 
ture may again become positive; secondary foci 
may appear; and local complications, such as joint 
involvement and deformities, occur before a cure is 
finally obtained. Cuester C. Guy, M.D. 


Jansson, G.: Roentgen Diagnosis and the Question 
of Metastases in Giant-Cell Tumors of the 
Skeleton (Zur Roentgendiagnostik und Metasta- 
senfrage bei Riesenzellgeschwuelsten im Knochen- 
system). Acta radiol., 1936, 18: 303. 

Following a review of Kirklin’s roentgenological 
classification of giant-cell tumors into trabecular 
and totally or partially homogeneous osteolytic 
types, the author reports three cases which show 
that the trabecular variety can change into the 
osteolytic type and that the latter is a more ad- 
vanced stage of the former. He also shows how 
after roentgen treatment a tumor of uncertain type 
assumed the appearance of a giant-cell tumor. 

He discusses the question as to whether there are 
malignant types of giant-cell tumors. The author 
believes that the giant cells migrate from the 
primary tumor out into the body. 


Freund, E., and Meffert, C. B.: Giant-Cell Tumors 
of Bone: Experience with Surgical and Roent- 
gen Treatments on a Material of 15 Cases. Am. 
J. Roentgenol., 1937, 37: 36. 


The fifteen cases reviewed in this article were 
those of four males and eleven females. All except 
four of the patients were between ten and thirty 
years of age. The cases are reported as follows: 

Case 1. A woman of twenty-seven developed a 
swelling in the right wrist soon after a fall on the 
extended right hand. The pain was relieved by 
opening and curetting a cystic tumor in the lower 
end of the radius. About five months later there 
was a recurrence of the symptoms, but further 
treatment was refused. 

Case 2. A colored man of thirty-six had had two 
pathological fractures of the lower end of the right 
radius before he came for consultation. An extensive 
destructive lesion of the bone was treated with the 
roentgen rays without success, and then the tumor 
was removed and the walls of the cavity curetted. 
The pathological report stated that giant-cell 
tumors were present. 

Case 3. A woman of twenty-three had a large 
tumor in the lower end of the radius which resulted 
from a fracture. Roentgen-ray treatment failed. 
At operation the tumor was found to have invaded 
the soft tissues, surrounded the tendons, and invaded 
the joint. Amputation was done. The pathological 
report stated that a giant-cell tumor was present. 
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Case 4. A boy of eight had a cystic lesion in the 
lateral condyle of the humerus. Curettage revealed 
a giant-cell tumor. Six months later a second 
curettage was done and the cavity cauterized with 
95 per cent phenol followed by alcohol. No follow- 
up of the case was made. 

Case 5. A woman of thirty had a swelling of ten 
years’ duration at the upper end of the forearm. 
Roentgen examination showed an extensive multi- 
locular lesion of the ulna. After roentgen-ray treat- 
ment for fifteen months, the tumor showed definite 
improvement and signs of calcification. 

Case 6. This patient was a man sixty-four years 
old. A roentgenogram showed a cystic porotic area 
in the lower end of the ulna suggestive of giant-cell 
tumor. No treatment was given. 

Case 7. The patient was a woman aged twenty- 
one. She presented a swelling just above the outer 
condyle of the femur which appeared as a large 
cystic area surrounded by osteosclerosis in the 
roentgenogram. It had been curetted once. The pa- 
tient had worn a cast and then a brace. Roentgen 
treatments were given but the results could not be 
followed up. 

Case 8. A woman, age twenty-four, had severe 
pain and swelling in the knee for three years. A 
cystic lesion was revealed by the roentgen rays. The 
bone appeared to be blown up and the cortex very 
thin. At operation a multilocular cystic tumor was 
curetted and a bone graft from the tibia inserted to 
fill the gap. The pathological report was giant-cell 
tumor. Examination five years later showed a good 
recovery with almost perfect knee motion. 

Case 9. A man of forty-eight had a fracture 
through the lateral condyle of the femur which on 
roentgen examination was found to have been due 
to a typical giant-cell tumor of the condyle extending 
down to the joint. The knee was immobilized and 
roentgen treatment given without effect. At opera- 
tion a large cyst was opened and curetted. The 
pathologist reported a giant-cell tumor. Progress 
was poor in spite of subsequent roentgen treatment. 
Further curettage or amputation was advised, but 
the patient refused. 

Case 10. Following a traumatic dislocation of the 
knee in a girl of eighteen, there was pain and 
swelling. A large tumor over the lateral condyle 
proved to be cystic and presented a thin cortex, as 
shown by the roentgen rays. The large cavity was 
curetted and bone chips from the tibia were used to 
fill it in. The pathological report was giant-cell 
tumor. The girl made a good recovery with good 
osteogenesis from the bone chips. 

Case 11. The roentgenogram showed a destruc- 
tive lesion of the lower end of the tibia in a woman 
of twenty. Operation showed a well encapsulated 
tumor, frozen section of which was reported to be 
sarcoma. Further study led to the diagnosis of 
giant-cell tumor; and instead of the proposed amputa- 
tion, a thorough curettage was done. A good re- 
covery was made up to five months, but there is no 
further report. 
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Case 12. In a girl of sixteen, a tumor in the lower 
end of the tibia began to grow rather rapidly after 
an operation for bone cyst. The roentgen rays 
showed a very thin cortex and cystic area in the 
tibia. There was soft-tissue involvement; and the 
tumor presented an “onion peel” appearance. 
Since the tumor appeared to be malignant, ampu- 
tation was done. Further study of the sections 
revealed an advanced stage of healing in a giant-cell 
tumor. 

Case 13. A woman of twenty-four had a recur- 
rence of a tumor just below the knee eight months 
after operation. It was found to be a multilocular 
cystic tumor of the upper end of the fibula. The 
entire upper end of the fibula was resected. The 
pathologist reported a giant-cell tumor. There was 
no recurrence after five years, although some soft- 
tissue tumors were removed from the popliteal 
space about a year after the operation. 

Case 14. A woman of twenty-three with a de- 
structive lesion of the upper end of the fibula made 
a good recovery after curettage. The pathological 
report was giant-cell tumor. There was no recur- 
rence at the end of a year. 

Case 15. A woman of twenty-five had a tumor 
removed from the upper end of the tibia. The 
tumor proved to be of the giant-cell type. About 
two years later the woman fractured the bone at 
the site of the lesion. It healed well in a cast; there 
is no further report. 

Some observers consider localized osteitis fibrosa, 
bone cysts, and giant-cell tumors as different mor- 
phological manifestations of the same pathological 
process. Some bone cysts are derived from cystic 
degeneration of giant-cell tumors. However, true 
bone cysts occur usually at a much younger age than 
giant-cell tumors and it is difficult to believe that 
both lesions can be essentially the same. Further. 
more, the cysts usually occur in the shaft or me- 
taphysis, while the giant-cell tumors have a predilec- 
tion for the epiphysis. Cysts are more frequently 
found at the upper end of the bone and giant-cell 
tumors at the lower end. 

Trauma is much less frequently a factor in giant- 
cell tumors than in cystic lesions. As to healing, the 
cysts are much more benign and tend to heal spon- 
taneously; but the giant-cell tumors show local 
recurrence in many Cases. 

It is noted that in this series, twelve cases were 
treated surgically, but only two, Cases 10 and 14, 
showed definite improvement from the operation. 
In two there was no healing after curettage. Five 
cases had a local recurrence after operation, one of 
them three times. It seems that surgical inter- 
ference is not always satisfactory in giant-cell 
tumors; but the best results are obtained if the 
tumor is widely resected into healthy tissue, and if 
healthy bone chips are inserted. 

Only five cases were treated with the roentgen 
rays. In three of them there was good response and 
in two, failure. Both failures occurred in cases of 
pronounced clinical local malignancy. In such cases, 


even though they are benign from a strictly patho- 
logical standpoint, the clinical local malignant 
character usually justifies amputation as it is the 
only sure cure. 

The conclusion from this study of fifteen cases of 
giant-cell tumor and forty cases of osteitis fibrosa is 
that localized osteitis fibrosa is not the same as 
giant-cell tumor, at least not clinically. 

WILiram ARTHUR CLARK, M.D. 


Boehler, L.: Origin, Prevention, and Treatment of 
Myositis Ossificans Traumatica (Entstehung, 
Verhuetung, und Behandlung der Myositis ossi- 
ficans traumatica). Chirurg, 1936, 8: 877. 


Boehler considers the cause of myositis ossificans 
traumatica to be awkward corrective exercises 
which lead to new muscle tears and, especially 
unskillful after-care, too forceful massage, energetic 
passive motion, and the use of mechanical exercise 
apparatus. Renewed bleeding, swelling, and passive 
hyperemia result. Rider’s bone and ossifying my- 
ositis from exercise have the same origin. Tears 
in the adductor muscles of the thigh and in the 
shoulder muscles are not permitted sufficient rest 
for healing, for the recruit is compelled to continue 
riding and exercising. The calcium salts deposited 
in the necrotic tissues assume a linear shape under 
the influence of activity. The extension of the 
ossifying process in the muscle is proportionate to 
the awkward, inappropriate treatment with inade- 
quate rest. According to the author, early and pro- 
tective care, the resting position in a firm unpadded 
cast, and more active motion in all other limbs im- 
prove the general circulation and prevent ossifica- 
tion of the muscles. Nevertheless, ossification of 
adhesions in the vicinity of a joint frequently cannot 
be prevented in spite of proper and restful corrective 
positions. Muscle calcification may be recognized 
as cloudy shadows on roentgen films after from three 
to four weeks. Retrogression may still occur with 
proper rest, but after from three to four months 
retrogression does not occur. The author submits 
twenty-nine cases of elbow trauma. Only in three 
was there a mild degree of myositis ossificans. In 
two, in spite of orders, massage was used; in the 
third case severe agricultural work was done imme- 
diately after removal of the plaster cast. 

According to the author, roentgen irradiation is 
superfluous, and its curative influence has not been 
proved. In 1898 Nimier recommended excision as 
the only effective treatment. In 1900 Dannehl 
reported the views of the German Sanitary Com- 
mission. The Commission found that the injury of 
operation was more apparent than its benefits. 
According to the review of Schulz in the German 
army in the years 1897 to 1907, inclusive, ninety- 
nine patients were operated upon with the result 
that twenty-six had to be discharged from active 
service. The author recommends that operation be 
reserved for severe disturbances of function, espe- 
cially ankylosis. Surgery should not be attempted 
before a year after the original trauma. The 
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periosteum should be removed with the diseased 
muscle. Operation must be followed by a rest 
interval of three weeks. The author reports two of 
his own operative cases. 

(PLENz). Jacos E. Kern, M.D. 


Coley, B. L., and Pierson, J. C.: Synovioma. Sur- 
gery, 1937, 1: 113. 


One of the first cases of primary synovial tumor 
was reported in 1865 by Langenbeck. In 1927 
Lawrence Smith introduced the term ‘“synovioma.” 
In 1931 Razemon and Bizard found seventy-four 
cases of primary tumors of the articulations in the 
literature, of which twenty-nine were classed as 
malignant fibro-spindle-cell sarcoma. Eight of these 
might have been classed as synovioma. Three of 
the eight patients died of pulmonary metastasis 
within one year. In two cases reported by Wagner 
in 1931, one patient died of pulmonary metastasis 
after ten years and the other is well three years after 
local excision at the ankle. Several other cases are 
cited from the literature, in which most of the pa- 
tients died of metastases. 

Since 1900, twenty-four cases of synovioma have 
been observed at the Memorial Hospital, New York, 
fifteen of which have been carefully followed. The 
age of the patients ranged from nine months to 
sixty-four years; only two were under sixteen. 
There were eight males and seven females. The 
primary lesion was in the knee in seven cases, in 
the foot in three, in the hand in two, and in the 
ankle, finger and toe in one case each. The treat- 
ment in eight cases was local excision and irradia- 
tion, and in three, excision and amputation. Ampu- 
tation was done alone in one case; excision alone in 
another, and excision followed by irradiation and 
the administration of Coley’s toxins was done in a 
third case. Eleven of the patients are still alive from 
six months to five years after the onset of the condi- 
tion; one of them has pulmonary metastasis after 
four years and is considered a hopeless case. Four 
died from one to seven years after the onset of the 
condition. 

In the early stages, pain may be the only com- 
plaint. It is dull and aching in character and is 
worse on weight bearing. The joint function is often 
unimpaired and roentgen-ray examination is usually 
negative. The nature of the growth is usually not 
suspected until the pathologist makes his report 
after exploratory operation. 

Diagnosis is difficult because there may be no 
palpable tumor. When a tumor exists, it is firm, 
well circumscribed, homogeneous, not very tender, 
and most frequently near the knee joint. The hips, 
elbow, and shoulder were not involved in this series 
of cases, nor have they been found involved in cases 
reported in the literature. 

Treatment by irradiation alone is not justified 
because these tumors are not radiosensitive. Local 
recurrence may be due to the fact that the first 
surgical excision may have been inadequate. After 
recurrence, amputation is advisable rather than 


131 


further conservative treatment. ‘ung metastases 
should be ruled out before amputation is done. On 
the whole, it seems that in most cases, the early 
treatment has been too conservative. 

A review as to prognosis shows that 20 per cent 
of the patients survive five years and 4o per cent 
survive three years. None is on record as having 
survived as long as ten years. 

WriiitAm ARTHUR CLARK, M.D. 


Bjorkroth, T.: A Short Review of the Pathology and 
Clinical Symptoms of Rupture of the Biceps 
Tendon; Case Reports (Kurzer Ueberblick ueber 
Pathologie und Klinik der Bizepssehnenrupturen 
nebst einigen Faellen). Acta chirurg. Scand., 1937, 
79: 280. 


On the basis of a few cases of rupture of the 
biceps tendon the author gives a brief review of the 
pathology and clinical symptoms, and calls special 
attention to the diagnosis and treatment of this 
condition. He discusses the view held that the 
traumatic factor is subordinate to arthritic and 
periarthritic processes as a cause of rupture. As in 
many cases no pathologico-anatomical and roent- 
genological changes were found and also because of 
the peculiar character of the topographical anatomy 
of the long biceps tendon, the author believes that 
in most cases some mechanical factor is the cause 
of the rupture. He describes the so-called delayed- 
rupture of the tendon of the extensor pollicis longus 
and refers to two cases of his own in which the 
rupture seemed to have some definite relation to a 
previous luxation; and discusses the possible signifi- 
cance of dislocation of the humerus. Many cases 
may be overlooked and go under the name of 
chronic arthritis. 

The author describes two cases each of the rare 
rupture of the common tendon and the short tendon 
of the biceps, and six cases of rupture of the long 
tendon of the biceps which were treated at the 
Norrképing Hospital. Operative treatment is 
usually preferable. Direct suture of the tendon 
should be avoided definitely as long as the rupture 
is not located near the tendon-muscle boundary, 
which is not often the case. 

The author discusses the different operative 
methods and describes the method carried out in 
four cases. The tendon is taken in the form of a loop 
through a small canal under the greater tubercle and 
attached. The results of the operative treatment 
are generally good and justify more extensive use of 
this method. 


Schneider, E.: The Pathogenesis and Hypothesis of 
Malacia of the Lunate Bone (Zur Pathogenese 
und Begutachtung der Lunatummalacie). Arch. f. 
klin. Chir., 1936, 187: 617. 

In clinical observations of sixteen cases of peri- 
lunar dislocation and after fracture of the lunate 
bone, malacia of the carpal semilunar bone was never 
seen. The dislocated lunate bone takes on an 
atrophy to the same degree as the remaining carpal 
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bones. Schneider had previously believed that dis- 
turbance of the metabolism-regulating mechanism 
was the cause of septic necrosis, and now is able to 
offer proof relative to malacia of the lunate bone. 
Such regulatory damage is seen only in the early 
stages of the unrepaired state and not in the healing 
stages. A single trauma does not bring on the dis- 
ease; the condition follows an injury when there is a 
predisposition to it, or the constitution of the body 
harbors a regulatory defect. 

It is noteworthy that before the diagnoses were 
established periods of from one month to twelve 
months elapsed. The longer periods were due to the 
frequent chronic course of the condition. It is 
difficult to prove regulatory disturbances, and it can 
be done only by investigation of the vitamin status, 
especially in the early phases of the disease. 

The treatment consists of immobilization for 
functional restoration and correction of the regula- 
tory deficiency by supplying Vitamin A, or Vita- 
mins A and D. Operation is indicated only when 
there is no improvement after three months’ special 
treatment as outlined. The lunate bone is exposed 
through a longitudinal dorsal incision and, after 
drilling, small bone chips taken from the radius 
are packed into the defects. 

(WERNER Brock). JeROME G. FINDER, M.D. 


Chinaglia, A.: Acute Osteomyelitis of the Vertebral 
Column (L’osteomielite acuta della colonna verte- 
brale). Arch. ital. di chir., 1936, 44: 517. 


Chinaglia observed a case of acute osteomyelitis 
of the spinal column in a young farmer whose clinical 
history was essentially negative. When seen at the 
clinic, the patient complained of severe pain in the 
region of the lower incisor teeth. On examination he 
presented phlegmonous lesions involving the lower 
dental arch and extending into the entire sub- 
mandibular space. The teeth were loose and lying 
in a pool of pus. Following drainage and extraction 
of the damaged teeth, the patient’s condition im- 
proved and he was discharged from the hospital. 

After one month the patient returned to the 
clinic with a rigid neck and an elevated temperature. 
Pressure upon the spinous processes of the first two 
cervical vertebrz elicited considerable pain. Roent- 
gen examination revealed typical osteomyelitic 
lesions. The neck was immobilized and the posterior 
wall of the pharynx was incised to insure adequate 
drainage. Agar plates inoculated with the pus 
yielded staphylococcus pyogenes aureus in pure 
culture. Within a few days the patient’s condition 
grew worse and he died eight days following re- 
admission to the hospital. 

The autopsy revealed osteomyelitic caries in- 
volving the dens epistropheus. The lesion extended 
inferiorly into the body of the axis and the right 
superior articular surface. The atlas presented 
carious lesions at the left superior articular surface 
and the corresponding segment of the anterior arch. 
Lesions were found also at the left occipital condyle 
which was nearly completely destroyed. There was 


also a localized medullary and pontine fibrino- 
purulent leptomeningitis. 

Following the report of this case, the author tabu- 
lates all the cases of acute osteomyelitis of the 
spinal column which have been reported in the 
literature. Two hundred and sixty-six case reports 
were collected. They include the name of the ob- 
server, the year of publication, the age and sex of 
the patient, the site of the lesion, the number of 
involved vertebre, the treatment and results ob 
tained, the type of preceding trauma, the radio- 
logical findings, and bibliographical references. 

From this study, Chinaglia draws the following 
conclusions: 

Most patients were found to be in the second 
decade of life. Males were affected more frequently 
than females. The causative organism was pre- 
dominantly the staphylococcus pyogenes aureus. 
Trauma was found to be responsible for the condi- 
tion only occasionally. Usually only one vertebra 
of the lumbar segment of the spinal column was 
involved, and most frequently only its arch. . 

The author believes that surgical treatment of the 
vertebral body does not yield satisfactory results in 
the cervical and thoracic segments, but splendid 
results are obtained in the lumbar segment. Surgical 
treatment of the vertebral arch is favorable in all 
the segments of the spinal column. The total 
mortality is 46.40 per cent. 

Roentgen examination is usually of no great value 
for diagnosis inasmuch as positive results are 
obtained only rarely. Ricuarp E. Somma, M.D. 


SURGERY OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


McKee, G. K.: A Comparison of the Results of 
Spinal Fixation Operations and Non-Operative 
Treatment in Pott’s Disease in Adults. Brit. /. 
Surg., 1937, 24: 456. 

For practical purposes it must be held that a tu- 
berculous focus always carries the danger of con- 
taining live tubercle bacilli. Since resection of the 
lesion is impossible in tuberculosis of the spine, the 
result to be hoped for is encapsulation by fibrous 
tissue with sufficient immobilization to prevent 
liberation of the bacilli and reactivation of the 
disease. Spinal-fixation operations were enthusi- 
astically advocated in America when first suggested 
about 1910, but the English were more cautious: 
and the present concensus seems to be that such 
operations should be performed only when the dis- 
ease is in the ‘‘end-result”’ stage. 

To compare the end-results obtained by the two 
methods of treatment, 100 cases of Pott’s disease in 
adults treated by non-operative means were care- 
fully compared with 50 cases treated by fixation 
operations. The 150 patients selected for this study 
were all over sixteen years of age at the commence- 
ment of the disease. The lesions were all in tke 
thoracic or lumbar regions and were in an early 
stage when treatment was instituted. All patients 
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were at the same sanatorium and were treated and 
observed by the same group of physicians. The 
cases were carefully followed and classified accord- 
ing to the radiological appearances of the initial 
lesion and end-result, and the clinical end-result 
after from a three to five years’ follow-up. This 
study has shown that the non-operative or con- 
servative treatment gave good radiological results in 
62 per cent of the cases and good clinical end-results 
in 70 per cent. Late abscesses developed in 4 per 
cent. The operative treatment gave good radiologi- 
cal results in 38 per cent and good clinical results 
in 32 per cent. Late abscess formation appeared 
in 40 per cent. 

The type of initial radiological lesion is important 
in the prognosis with non-operative treatment. 
Ninety-four per cent of the minimal initial lesions, 
tuberculous epiphysitis, obtained good radiological 
end-results. When two vertebral bodies were in- 
volved, the end-results was good in only 59 per cent, 
and when more than two were involved, in only 43 
per cent. 

The length of time required for conservative 
treatment of Pott’s disease in adults is remarkably 
constant at eighteen months. In children it is much 
longer. Immobilization in bed on a frame or in a 
plaster jacket is required for one year, then two 
months’ freedom is allowed in bed, and three months 
of being up and about with a spinal brace. 

With operative treatment the patient is incapaci- 
tated for one year. This is a saving of six months’ 
time but with only half as many good end-results. 
Fusion operations are contra-indicated in the active 
stage of Pott’s disease in adults as they tend to pre- 
vent consolidation between the vertebral bodies at 
a later stage in the healing process. They should be 
used only for permanent cure by internal support in 
cases of fibrous union when the optimum degree of 
anterior consolidation has been obtained by con- 
servative measures. The operation is probably done 
best with an autogenous tibial graft combined with 
obliteration of the posterior articulations. It is 
most important that the diseased area only should 
be immobilized because immobilization of healthy 
intervertebral joints predisposes to recurrence of 
the disease. CuEsTER C. Guy, M.D. 


FRACTURES AND DISLOCATIONS 


Block, W.: Mistakes and Dangers in the Traction 
Treatment of Fractures (Fehler und Gefahren bei 
der Zugbehandlung der Knochenbrueche). Arch. f. 
klin. Chir., 1936, 187: 195. 

The success or failure of the treatment of fractures 
depends upon the observance of many details. 
Adequate adhesive plaster dressings require firm 
adhesion and skin compatibility. Because weights 
act only indirectly, they must be considerable. They 
must be applied above the fracture site in order to 
relax the muscles inserted in the distal fragment. 
Circular bands to secure the longitudinal strips pro- 
duce nutritional disturbances which may appear 
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especially from rotation pull. The plaster sole trac- 
tion apparatus of Sagar slips easily because of the 
small surface for its application on the back of the 
foot, and his flannel extension bandage for the hand 
may produce congestion and all its sequel because 
the flannel strips which are interlaced between the 
fingers may constrict. Zinc lime adhesive bandages 
usually do not have sufficient adhesive power to 
give long-continued traction. The distraction clamp 
plaster-of-Paris bandage of Hackenbruch is danger- 
ous because it may produce pressure sores at the pro- 
jecting bone ends to which it must be attached. In 
general, plaster-of-Paris bandages are immovable 
dressings, and not traction bandages. The Stein- 
mann-nail traction method acting directly on the 
bone has been very efficient. Maintenance for 
longer than three weeks unfortunately often results 
in necrosis of the drill hole and infection. The nail 
must be solid in the bone; if because of biological 
reaction it no longer is solid, it begins to wander. 
The variations of the nail method, such as the trac- 
tion tongs methods described by Schmerz, Schomann, 
and Demel, have the same sources of danger but to 
a greater degree. Klapp introduced the wire-trac- 
tion treatment which is also efficient and therefore 
frequently mentioned at the same time as the 
Steinmann nail. The nail and wire traction methods 
cannot be placed on a par, however, because the 
wire traction demands an entirely different tech- 
nique and apparatus than the nail traction, and be- 
cause the reaction of the bone to the thin wire is 
different from its reaction to the much thicker nail. 
If in nail traction the danger of infection lies essen- 
tially in the necessary thickness of the nail, in the 
thin wire it lies in the sometimes insufficient tension 
on the wire so that it bends under pull and then 
presses on the skin and also leads to infection. As 
the outstanding principle for every form of wire 
traction, it is important that the wire is always so 
passed through the soft parts and that its suspension 
by a spreading or tension apparatus is so fastened 
that the efficient force of the pull acts exclusively 
on the bone, and the skin and the soft parts remain 
absolutely free from any pull and pressure, even 
though the wire may go straight transversely 
through the bone, or grip it at an angle or in a semi- 
circular or bayonet form. A preliminary stab inci- 
sion before the insertion of the wire is prohibited. 
In case of slight distortion of the skin by the wire 
under traction an additional small skin incision 
should be made immediately in the direction of the 
pull; in greater distortion a new wire should be 
inserted. An occasional inflammation will drain 
through the skin drill holes. Serious infections are 
very infrequent. It is important that the wire does 
not slip back and forth in the bone; therefore bows 
should be fastened suitably by a bandage in the form 
of a double figure of eight around the section of the 
affected limb, or by a felt pad placed around the wire 
between the surface of the limb and the arm of the 
bow. The longer’the wire is in place, the less is the 
danger of infection, because after eight days the 
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body provides the drill hole with a protective wall. 
Secondary -injuries from nail and wire traction are 
to be avoided by suitable technique. The fragments 
may be replaced together in the different distraction 
appliances with the accuracy of a clock maker. 
However, there is danger of overpull which may be 
removed through check with a tape measure and 
roentgenograms. 

The author discusses the dangers of excessive 
traction that may lead to disturbances of the circu- 
lation, formation of unstable joints, delayed fracture 
healing, and non-union, and also roentgen-ray in- 
juries. The mistakes and dangers due to unsatisfac- 
tory fixation of the fragments and too much motion, 
and finally those due to the position of the broken 
limb are described. None of the hitherto allied 
traction methods for the treatment of fractures is 
free from mistakes and dangers, and even the most 
efficient, the direct traction on the bone, carries 
with it peculiar dangers. The wire-traction method 
is by far the best, the most difficult technically, 
but comparatively with the least dangers. Mistakes 
can be avoided absolutely by a mastery of the 
technique, and the dangers reduced as far as possible 
by sufficient experience. BARBARA B. Stimson, M.D. 


Laffitte, H.: Intramedullary Bone Grafting in 
Diaphyseal Fractures (Enchevillement intra- 
medullaire des fractures diaphysaires). Rev. d’orthop., 
1937, 24: 132. 

Laffitte studied the results obtained in treating 
diaphyseal fractures by means of intramedullary 
bone grafts. This method had been employed in all 
those cases in which a closed reduction was impos- 
sible or in which a reduction would not have yielded 
any results. 

The author reports briefly the results obtained 
with this method in a series of sixteen cases involving 
fractures of various long bones. He discusses (1) 
the immediate sequel; (2) the secondary sequele, 
depending on the type and duration of immobiliza- 
tion; and (3) the late sequela, such as the functional 
results, the tolerance of the graft, and the state of 
the diaphysis. 

Concerning the immediate sequelz, the author 
emphasizes that in practically all of the cases the 
postoperative course had been aseptic, even in cases 
of compound fractures. 

The duration of immobilization ranged from 
three and one-half months for the femur and two 
and one-half months for the legs, to two months for 
the humerus and one and one-half months for the 
forearm. It was imperative to use a light immobiliz- 
ing apparatus so that function was possible. The 
activity of the adjacent articulation could thereby 
be maintained. 

The author states that in all of his cases the func- 
tional results were excellent. The graft was always 
well tolerated by the patient. As time elapsed, the 
graft gradually disappeared and usually in three 
years no evidence of the fracture could be seen on 
roentgen examination 
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The author concludes by stating that in intra- 
medullary bone grafting we possess an excellent 
means of reconstructing the shaft of the bone pro 
vided that certain simple rules are observed. It is 
imperative to bring the diaphyseal fragments in 
exact juxtaposition and to keep them well aligned. 
Moreover, imperfect immobilization may lower the 
resistance of the fragments and produce a slight 
angulation. An apparatus for restraint is necessary. 

The author finally points out that this method 
should not be used indiscriminately in all cases of 
diaphyseal fractures. He recommends it especially 
in cases of pseudarthrosis; but it may be employed 
successfully also in cases of delayed union, in frac- 
tures of the radius and ulna, and in certain fractures 
of the femur, especially if all the attempts at a 
closed reduction have failed. 

Poorly reduced fractures of the arm and leg con- 
stitute also fairly good indications for this type of 
surgical intervention; and the clavicle may be 
treated in this fashion if the fracture is in the middle 
portion and there are no comminuted fragments. * 

If the original fracture is compound, asepsis must 
first be obtained before any surgical intervention is 
attempted. Ricwarp E. Soma, M.D. 


Zwerg, H. G., and Heidemann, H.: Fractures, 
Cysts, and Pseudarthroses of the Navicular 
Bone. An Investigation (Navikularfrakturen, 
Navikularcysten- und Pseudarthrosen. Eine Nach- 
untersuchung). Arch. f. klin. Chir., 1936, 185: 395. 


This work is based on the material observed in the 
Koenigsberg Clinic during the past ten years. There 
were 4,388 fractures in all; among these were 406 
fractures of the radius and 52 fractures of the navic- 
ular bone. There was about 1 navicular fracture to 
10 fractures of the radius. The frequency of the 
navicular fractures in relation to the total number 
of fractures in this series was 1.3 per cent. 

In the majority of the cases (81 per cent) it was 
ascertained from the history that the fracture re- 
sulted from a fall. In 5 cases the history gave no 
explanation and in 3 another process caused the 
fracture. Dorsiflexion of the hand during the fall 
was common in all of these fractures. In this posi- 
tion the ligaments fixed the bones together and the 
navicular bone lay in the long axis of the radius, so 
that any force applied to the radius was transmitted 
forcibly to the navicular bone. If the forearm was 
at an angle of from 45 to 90 degrees to the ground 
at the time, a navicular fracture followed; if the 
angle was greater the radius broke. By other authors 
the so-called bracket form of the radius is given a 
special importance in the mechanism of the navicu- 
lar fracture. The authors found the bracket form in 
only 6 per cent of the cases. The authors then pre- 
sented the different classifications of these fractures. 
From the roentgen viewpoint the mechanism of a 
fracture can be made out only if the fracture is not 
complete, i.e., if only an infraction is present, and 
not a smooth oblique fracture. Compression frac- 
tures are recognized roentgenologically only if the 
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fracturing force has been considerable; also if imme- 
diately after the trauma a cyst in the navicular is 
demonstrable. The authors have seen no such cases 
in their series. The earliest cyst which they saw was 
stated to be found three weeks after the occurrence 
of the accident. The authors are of the opinion that 
it is a question of rapid repair; i.e., the formation 
of inferior tissue. In a completely formed cyst a 
necrotic central portion which is filled with connec- 
tive tissue or, in fresh cases, with a blood clot is 
seen. Around this portion occurs also a zone which 
is not more differentiated, but is less strong. Cordes 
calls this zone the “repair zone.’’ Next comes the 
zone in which the bone structure is still retained. 
The formation of a well-formed pseudarthrosis, 
which may also develop from a cyst, takes sub- 
stantially longer. The authors saw the earliest 
pseudarthrosis well developed after one year. The 
authors can state in common with other authors that 
a pseudarthrosis has as a result a more or less con- 
siderable osteo-arthritis deformans; in two-thirds of 
their cases this could be observed. The causes of 
the pseudarthrosis vary. According to Luetzeler 
the injury to the periosteum plays the chief rdle. 
Early preferred functional activity with its imperfect 
fixation of the fragments makes bony consolidation 
impossible in poor endosteal callus. 

The clinical symptoms were not entirely definite. 
Pain on pressure over the snuff box was fora long time 
given as the classical symptom of navicular fracture. 
According to Blumer this pain on pressure also 
occurred after fracture of the radial styloid. The 
authors found swelling of the wrist and localized 
tenderness in 50 per cent of their cases; limitation 
of motion, especially in dorsiflexion, in 37 per cent; 
and weakening in closing the fist in 12 per cent. 
Clinically only a tentative diagnosis could be made. 
Only the roentgenogram can be decisive. According 
to the experience of the authors the fracture is best 
shown with the hand in ulnar abduction. 

The operative treatment is the method of choice 
in cases of complete shattering of the navicular bone 
and of painful pseudarthroses. The functional treat- 
ment is to be completely discarded on account of 
the danger of the formation of pseudarthrosis and 
the occurrence of arthritis deformans. The con- 
servative method remains as the sole efficient 
method of treatment. In fresh fractures, fixation 
must be maintained for from four to eight weeks; 
in old fractures, for months. Treatment of a station- 
ary pseudarthrosis by conservative means is ab- 
solutely hopeless for the medullary space is com- 
pletely closed, and this closure prevents the pos- 
sibility of endosteal callus formation. For these cases 
the drilling method of Beck is employed with good 
results. BarBARA B, Stimson, M.D. 


Reich, R. S.: The Treatment of Intercondylar 
Fractures of the Elbow by Means of Traction. 
J. Bone & Joint Surg., 1936, 18: 997. 


Intercondylar fractures of the elbow are due to 
direct violence, such as a fall on, or a direct blow to, 
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the clecranon, and often present difficult problems 
of treatment because of the complexity of muscle 
attachments to the bones in and around the elbow 
joint which cause unusual deformities. Two general 
types of intercondylar fractures are described: 

1. T fractures, in which the distal humeral shaft 
is fractured transversely, and the condylar and 
articular portion of the humerus is fractured verti- 
cally and pulled dorsally, displacing the elbow joint 
in that direction. Frequently the humeral shaft 
is driven between the condylar fragments, which 
results in complete dissolution of the elbow joint. 

2. Y fractures, which may occur in either the 
capitulum or the trochlea. When the fractured 
capitulum is displaced upward, it carries the radius 
with it and the ulna slips into the fracture line and 
separates the condyles. When the trochlea is frac- 
tured, it is also displaced upward with the ulna; and 
frequently it injures the ulnar nerve. Ulnar-nerve 
injury should always be looked for in this type of 
fracture. 

Treatment is difficult since no method of direct me- 
chanical fixation maintains reduction because of 
the constant and diverse muscle pull; and severe 
disabilities result. Skeletal traction is recommended 
to overcome the over-riding of the humeral shaft 
it is done by inserting the prongs into the epi- 
condyles of the humerus. After the distal fragments 
have been properly separated from the proximal 
ends, gradual approximation can be accomplished 
by tightening the ice tongs and at the same time 
firmly fixing the fragments. ‘The skeletal traction is 
accomplished with a specially constructed Jones 
humerus splint with an 18 in. extension on the 
traction portion, to which the ice tongs are lashed. 
This permits the patient to be ambulatory. In cases 
in which the patient is confined to bed, a Thomas 
arm splint with a right-angle hinged extension from 
the elbow is employed; and the ice tongs are lashed 
to the end of the Thomas splint. 

The angulation of the humeral shaft may be con- 
trolled by forward traction on the forearm, which is 
fixed to the extension of the Jones humerus splint, 
or the hinged extension of the Thomas arm splint. 
The fracture is carefully checked by successive 
roentgenograms and the traction and consequent 
tightening of the distal fragments are thus con- 
trolled. Y fractures are treated by the same method. 
The ice tongs are inserted in the medial epicondyle 
first to avoid ulnar-nerve injury. Instead of straight 
downward traction as in the T type fracture, the ice 
tongs are angulated to the side opposite the frac- 
tured epicondyle until alignment has been obtained. 

Six patients were treated by this method; two 
with T fractures and one with a Y fracture presented 
good results. Fair results were obtained in two, one 
with a T fracture and the other with a Y fracture. 
The sixth patient presented a poor result. In this 
instance, the treatment had to be discontinued be- 
cause of the marked comminution of the fragments. 

Skeletal traction must not be applied for at least 
from five to ten days following an injury and in 
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compound fractures the wound must be thoroughly 
and completely healed. When there is severe edema 
and marked soft-tissue injury, it is advisable to 
wait. Traction with the ice tongs is also contra- 
indicated in cases in which there is such marked 
comminution of the intercondylar fragments that 
the prongs do not gain purchase when applied. 
Infection in or around the elbow joint is obviously 
also a contra-indication to the use of this method. 


Bailey, W.: Anomalies and Fractures of the Verte- 
bral Articular Processes. J. Am. M. Ass., 1937, 
108: 266. 


The author discusses the anomalies of the verte- 
bral articular processes and makes a careful differen- 
tiation between them and fractures of the articular 
processes. He discusses the cause of the anomalies 
and states that at least three have been suggested, 
the most likely one being accessory centers of ossifi- 
cation or ununited epiphyses. The epiphyses are 
frequently bilateral and may be multiple. Fractures 
of the articular processes associated with severe 
injuries of the spine are not uncommon. Isolated 
fractures are extremely rare. Differential diagnosis 
lies in the history of twisting trauma of the spine 
with severe disabling pain. Roentgenographic exam- 
inations, both lateral and oblique, show charac- 
teristically irregular lines in the fractures. Bailey 
notes nineteen cases of anomalies reported in the 
literature, to which he adds ten of his own. 

The article is illustrated by roentgenograms and 
drawings. BarBara B. Stimson, M.D. 


Studemeister, A.: Coxa Valga Luxans (Coxa valga 
luxans). Beitr. 2. klin. Chir., 1936, 164: 370. 


The author summarized the results in 1,906 cases 
of coxa valga luxans reported for the first time by 
Klapp. Coxa valga luxans, which is characterized 
by subluxation of the femoral head, a steep drop of 
the neck of the femur, and a flattened acetabulum, 
is at present generally regarded as an aberrant type 
of congenital hip dislocation, and like the latter is 
believed to be the result of arrested development 
caused by some endogenous factor. The abnormally 
flat and oval form of the acetabulum is supposed to 
be the primary cause, and the valgus of the upper 
femoral end, the secondary. The latter deformity is 
a result of irregular function. The occurrence of 
subluxation of the hip without enlargement of the 
angle of the femoral neck does not justify dropping 
the classification ‘‘coxa valga luxans”’ in favor of 
the more comprehensive term “subluxation of the 
hip.” 

When roentgenological examinations for sus- 
pected coxa valga luxans are made, false projection 
of the upper end of the femur should be avoided by 
the correct placing of the leg. The Marburg Clinic 
follows Hackenbroch in raying the pelvis with the 
legs placed in the mid-line and the knees directed 
definitely upward. The clinical signs of coxa valga 
luxans which often appear in advanced age as 
functional disturbances and readily tiring legs with 


hip pain are outward rotation of the legs while the 
patient is in the recumbent position, normal active 
adduction, the positive Trendelenburg sign, wide 
lateral displacement of the trochanter major, the 
formation of a depression in the median inguinal 
region, and a waddling gait and atrophy of the 
entire leg. In the Marburg Clinic 46 per cent of 
the patients were between the ages of fifteen and 
twenty-five years. It is safe to assume that coxa 
valga luxans occurs oftener than reported in the 
literature. Eleven cases were described up to 1921. 
The inheritance of coxa valga luxans is proved; and 
therefore the racial hygienic laws of congenital hip 
dislocation, as established by Lange, must be equally 
applicable to this deformity. 

The treatment of coxa valga luxans will vary with 
the age of the patient. During early childhood this 
subluxation is treated like the congenital hip dis- 
location; quite naturally, the regular bloodless 
reposition according to Lorenz or Lange will seldom 
be necessary. During adult life treatment such as 
the trochanter osteotomy of Bayer, Lorenz, or 
Schanz must be considered. Klapp repeatedly em- 
ployed these methods with success. The only 
methods that directly attack the causes of this 
deformity are the plastic operations of Spitzy and 
Lance. Last spring the latter operation was done 
at the Marburg Clinic with complete success. The 
prognosis for operative interference is unfavorable 
only in older patients with arthritic changes. Due 
consideration must be given to Klapp’s mobilization 
of the hip joint as well as surgical ankylosis of the 
hip. (Kempr). Martutas J. SEIFERT, M.D. 


Felsenreich, F.: How do Non-Unions and Other Un- 
fortunate Results Arise after the Nailing of 
Fractures of the Neck of the Femur? (Wie 
entstehen Pseudarthrosen und andere Misserfolge 
nach Nagelung medialer Schenkelhalsbrueche?) 
Zentralbl. f. Chir., 1936, p. 2843. 


In this detailed work, well provided with illus- 
trations which give numerous suggestions for the 
insertion of the nail, the author states that unfor- 
tunate results after the nailing of the femoral neck 
depend essentially upon technical errors. He has 
improved the Smith-Petersen nail in that he has 
widened the flanges about 2 mm. and sharpened the 
individual flanges. Non-union can be avoided by 
absolute immobilization of the fragments and 
making full contact of their surfaces. Ideal reduc- 
tion, ideal position of the nail, the relation of the 
broadened pin, and saving the osteosynthesis from 
premature strain are the factors which may prevent 
non-union. The necessary absolute immobilization 
is guaranteed by the correct position of the nail. In 
fuller detail the author describes the results of an 
eccentrically placed nail. The emergence of the 
nail from the head can occur from sheering force, 
but also, and above all, from the outward rotation 
of the shaft and the accompanying opposite rotation 
of the head. This rotation occurs when the nail is 
in an anterior, posterior, or caudal quadrant. These 
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positions are represented in a very interesting way 
by clear and instructive sketches, which explain the 
difficulty of estimating the wandering of the nail. 

The author then discusses the technique of the 
nailing. He does not agree with Voss who has 
caused confusion and misunderstanding of the so- 
called bloody nailing. The author emphasizes that 
he always nails without exposing the fractured neck. 
He considers a directing apparatus superfluous and 
thinks that it endangers the asepsis. Two roentgen 
machines should always be used in the nailing be- 
cause the duration of the operation will otherwise 
be prolonged and the sterility threatened. The 
author warns against spinal anesthesia. He prac- 
tically always uses local anesthesia and combines 
evipan with it occasionally. 

(VOGELER). BARBARA B. Stimson, M.D. 


Felsenreich, F.: Unstable Joints After Malleolar 
Fractures (Schlottergelenke nach Malleolarfrak- 
turen). Arch. f. orthop. Chir., 1936, 37: 149. 


In spite of appropriate treatment disability in the 
nature of instability, swelling, rheumatoid manifesta- 
tions, persistent widening of the mortice, and pain 
may follow ankle fractures. Sometimes irregularities 
in the roentgenogram point to arthritis deformans as 


a causative factor, for which treatment yields but 
little improvement. In other cases, non-union of 
the internal malleolus causes the same complaints. 
The investigations of Fritz show that: (1) unstable 
joints caused by disturbed mechanics can hide 
behind roentgenologically normal joints; (2) the 
ununited internal malleolus causes no disability if 
the talus is held firmly in the mortice of the ankle; 
and (3) internal pseudarthrosis occurs after a certain 
type of fracture of the internal malleolus. Non- 
union of the internal malleolus is more frequent than 
has hitherto been believed. Unstable joints occur 
after poor reduction, the use of too loose splints, 
and after insufficiently frequent roentgenographic 
check-up, but especially if the first roentgenograms 
are not made in the maximum displaced position. 
Internal pseudarthroses are frequently overlooked 
on account of oblique fracture lines. Besides this 
fracture process, lateral and rotation displacements 
are given as the causes of the non-union. Insufficient 
pressure is another factor. In overweight people an 
osteosynthesis should be considered. In the after- 
treatment more is yet to be done through improved 
exercise treatment, especially for the avoidance of 
the frequently contracted flat foot. 
BARBARA B. Stimson, M.D. 





SURGERY OF THE BLOOD AND LYMPH SYSTEMS 


BLOOD VESSELS 


Stapelmohr, S. von: Varices (Ueber Varicen). 
Svensk Lékartidn., 1936, pp. 961, 1015. 

Following a general discussion of tumors and 
varices and their treatment, the author turns his at- 
tention to their anatomy and pathology. 

With regard to their development the following 
theories have been presented: 

1. Varices are a mechanical change due to an in- 
sufficiency of the valves of the large saphenous vein 
(Delbet). 

2. Primary varices originate in the deep veins 
(Verneuil). 

3. Varices are due to the transmission of the 
arterial pulsations to the veins (Hasebroeck). 

4. They are the result of congenital or acquired 
weakness of the venous walls of a non-inflammatory 
nature (Bier); or the result of weakness of the venous 
walls of an inflammatory nature (Fischer). 

5. They are the result of a weakness of the nerv- 
ous tonus of the venous walls (Kashimura). 

6. They may be regarded as a tumor formation 
of the nature of an angioma (Lesser). 

Varices develop almost exclusively in the human 
being. They are found chiefly in the lower extrem- 
ities and the lower abdomen, and in the plexus 
pampiniformis, the hemorrhoidal veins, the cardiac 
portion of the esophagus, and occasionally in the 
forearm and fingers. Although hydrostatic and 
mechanical disturbances, such as valvular insuffi- 
ciency, a retrograde blood current, and obstruction 
of the blood flow from the lower extremities, may 
play a certain réle in the inflammatory varices, they 
cannot be regarded as the true cause. The author 
believes that varices are the result of a primary weak- 
ness of the venous wall, a weakness which may be 
partly congenital and partly acquired. The primary 
cause may be sought in the development of the walls 
of the veins and their alteration by still unknown 
constitutional or toxic influences. In the develop- 
ment of varices during pregnancy, mechanical stasis 
need scarcely be considered, but ovarian or hypo- 
physeal functional disturbances may be of signifi- 
cance. Hormonal influence on the wall of the veins 
need not be limited to the smooth musculature, but 
may be exerted by way of the sympathetic nervous 
system. The cause of the venous weakness which 
leads to varices is still unknown. A combination of 
various factors is probably responsible. Constitu- 
tional and hereditary factors cannot be excluded 
without further study. 

Among the most important complications of 
varices are spontaneous thrombosis and thrombo- 
phlebitis of the superficial veins. The spontaneous 
thrombosis is of a benign nature and may be regarded 
as a curative attempt on the part of the body. The 
dangers of pulmonary embolism are overemphasized. 


Further complications are infiltration of the lower 
leg over the varicosed veins. In these cases the skin 
becomes red or cyanotic. In the hardened subcu- 
taneous tissues the veins may be felt as distinct de 
pressions. Varicose ulcers develop as a result of tro 
phic disturbances which frequently follow retrograde 
embolism or thrombosis. From 80 to go per cent 
of all ulcers of the leg are caused by varices. The 
ulcers occur chiefly in the area where the large 
saphenous vein branches into the subfascial venous 
plexus, since at this place the retrograde backflow is 
most pronounced and varices are most apt to de- 
velop. The so-called venous fistula ulcer of the in- 
ternal malleolus frequently develops with extreme 
rapidity; it is small but very painful. Another com- 
plication of varices is periostitis of the tibia and 
fibula; its cause is still a matter of discussion. In 
these cases also, the question of trophic disturbances 
from poor circulatory conditions is of the greatest 
importance from the etiological standpoint. The 
author does not attribute any importance to the so- 
called over-exertion periostitis. Varicose periostitis 
may develop to such an extent that an interosseous 
callus forms between the tibia and fibula. Finally, 
a not uncommon complication is rupture of the vari 
cose vein, either externally or subcutaneously. 

The treatment of varicose complications demands 
a very exact diagnosis. It must first be determined 
if deep thrombosis is present. Phlebitic ulcers 
should not be treated in the same manner as varicose 
ulcers. In the former, obliteration therapy which is 
in general use for varicose ulcers must be used only 
with the greatest caution. The differential diagnosis 
must exclude lues, tuberculosis, erythema indu- 
ratum, malignant tumors, and diabetes. In ulcer of 
the lower leg the Wassermann test should always be 
given. 

There are three methods of treatment: the con 
servative, operative, and injection therapy. For 
medical treatment there are numerous preparations 
of doubtful value. Compression dressings are gen- 
erally useful. The best of these is the tricot stocking 
which fits well, and should contain as little rubber as 
possible. The use of dressings of zinc and lime is 
superior to all forms of conservative treatment. 
Among the oldest of operative procedures is the 
Trendelenburg ligation of the large saphenous vein, 
of which there are numerous modifications. Other 
methods attempt to provide the saphenous vein with 
effective valves. There are also operations on the 
nerves in the form of neurotomy of the saphenous 
nerve or periarterial sympathectomy for the purpose 
of attaining vascular contraction. The operation for 
the varicose ulcer consists of a Thiersch graft follow- 
ing preliminary excision of the ulcer and the under 
lying callous tissues down to the periosteum. 

The most generally used method is injection 
therapy. The author now uses exclusively a sugar 
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solution composed of 65 per cent dextrose. In addi- 
tion to a good preparation for injection, the follow- 
ing requirements must be observed: 

1. The thrombotic process must remain localized 
to the varix. 

2. The primary thrombosis must adhere so firmly 
to the wall of the vein that it cannot be torn loose. 

3. The danger of secondary superimposed throm- 
bosis must be excluded. 

4. The indications and contra-indications for 
treatment must be determined exactly. 

5. Recurrences must be prevented. 

6. The preparation to be injected must be harm- 
less to the patient. 

7. The pain of injection must be insignificant 
and transient. 

8. The treatment must be ambulatory and not 
interfere with the patient’s work. 

The author discusses these requirements in detail. 
He suggests that combined operative and injection 
therapy when properly done may produce good re- 
sults. (HaAaGEN). Joun W. BRENNAN, M.D. 


BLOOD; TRANSFUSION 


Lewisohn, R.: Twenty Years’ Experience with the 
Citrate Method of Blood Transfusion. Ann. 
Surg., 1937, 105: 602. 


The author expresses gratification that the 
citrate method of blood transfusion has gradually 
overcome all the strenuous opposition which it en- 
countered in its earlier years. Although this method 
has long been proved absolutely harmless, a note 
of warning is sounded against its indiscriminate use 
without definite indication. Chills have been found 
to be due to foreign protein reactions or to defects in 
the distillation of water. Careful cleansing of instru- 
ments, tubing, and glassware immediately after the 
transfusion is essential, and the use of triple distilled 
water is important. In the Mount Sinai Hospital, 
since the establishment of the special department for 
the proper preparation of instruments and solutions 
used for intravenous therapy, posttransfusion chills 
have been reduced from 12 per cent in 1930 to 1.2 
per cent in from October, 1931, to October, 1932. 
In 1935 the incidence of chills was kept on the same 
low level. Three cases of aplastic anemia in which 
chills after blood transfusion were relatively fre- 
quent, apparently due to the underlying condition, 
were not included in the report of 1935. One patient 
had 4 chills in 31 transfusions; another had 8 
chills in 18 transfusions; and the third patient 
received 12 transfusions without a chill. The slow- 
drop infusion which safeguards against a sudden 
overloading of the circulatory system is considered 
a most important addition to the technique of blood 
transfusion. 

On the surgical service most of the transfusions 
are given during the postoperative course in connec- 
tion with the intravenous administration of glucose 
solution. In practically every major abdominal 
operation the author starts the intravenous glucose 
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infusion as soon as the patient reaches the operating 
room. The patient is returned to the ward with the 
infusion apparatus in place. Whenever blood trans- 
fusion is indicated the glucose solution in the glass 
container is replaced by citrated blood. When the 
desired quantity of blood has been given, the intra- 
venous administration of glucose is continued. 
WALTER H. NADLER, M.D. 


Gohrbandt, E.: The Effect of Pectin on Blood 
Coagulation (Die Einwirkung der Pektine auf 
die Blutgerinnung). Deutsche med. Wchnschr., 
1936, 2: 1625. 

Gohrbandt reports further experiences with 400 
patients. Contrary to Riesser in his experiments on 
rabbits, the author believes that sanjostop should be 
given prophylactically and therapeutically in all 
diseases with delayed coagulation, including liver 
disturbances. On the day before operation, from 20 
to 40 c. cm. were given intramuscularly, and on the 
day of operation, 20 c. cm. The effect lasted for six 
days. The coagulation was then studied again and, 
if necessary, more sanjostop was given, by mouth if 
desired. When given orally it acted in from thirty 
to forty-five minutes, whereas after intramuscular 
injection it acted in ten minutes. The dose by mouth 
was 10 Cc. cm. of a 3 to 5 per cent solution. There 
was no increased danger of thrombosis. Good re- 
sults in hemophilia were obtained by Sack in 3 
cases, and by the author in 2. 

(FRANz). Leo M. ZrmmMerRMAN, M.D. 


LYMPH GLANDS AND LYMPHATIC VESSELS 


Rouviére, H., and Valette, G.: Regeneration of 
Lymphatic Glands and Reestablishment of 
the Interrupted Circulation in Lymphatic 
Vessels (De la régénération des ganglions lympha- 
tiques et du rétablissement de la circulation inter- 
rompue dans une voie lymphatique). Ann. d’anat. 
path., 1937, 14: 79. 


Rouviére and Valette note that the question of 
the regeneration of lymphatic glands has been dis- 
cussed considerably recently. Most of the investi- 
gators have come to the conclusion that when a 
gland is completely removed, there is no formation 
of a new gland in its place. 

The authors’ own experiments were carried out 
on rabbits. The popliteal gland of one side was re- 
moved. This gland was chosen because it is a single 
gland which is easily removed and because the 
existence of a supernumerary gland in this region is 
extremely rare. An injection of methylene blue was 
made into the subcutaneous tissue of the toes before 
the gland was removed, and it showed definitely that 
there was no other lymph gland in the popliteal 
space in any of the fifty rabbits used for the experi- 
ment. The animals were examined from ten days to 
three months after the operation, forty of them 
more than a month after operation. In no case was 
there any sign of a lymph gland in the popliteal 
space. The authors conclude, therefore, that a 
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lymph gland does not form again after it is com- 
pletely removed. 

In another group of experiments on rabbits, a 
section of varying size was resected from a popliteal 
lymph gland and the efferent lymphatic was sectioned 
about 2 mm. from its point of origin in the gland. 
In six of fifteen animals used in these experiments, 
the resected gland showed a considerable increase in 
size from one-half to two-thirds and sometimes even 
three-fourths of its original size. In five cases there 
was an increase in size, but ‘not to the extent of 
one-half of the original size. In four animals no 
trace of a lymph gland was found in the popliteal 
space. Cases in which most of the gland had been 
resected showed marked regeneration. 

The amount of regeneration also seemed to be 
proportional to the number and size of the afferent 
lymphatics of the gland; but in no instance was 
regeneration complete, even when there was no 
diversion of the lymph stream to some other route. 
The authors found that while other glands and 
organs may take over some of the function of a 
single gland, the presence of a gland such as the 
popliteal is necessary for the mechanical regulation 
of the lymphatic circulation in the region where it is 
situated; therefore, it regenerates if the lymphatic 
circulation is not diverted to other routes. The 
efferent vessels of the partially resected gland are 
reconstituted in two ways: the terminal portion of 
one of the afferent vessels may serve for a retrograde 
flow of lymph to one of the collecting channels; or 
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the terminal portion of an afferent vessel may form 
an anastomosis either with some neighboring lym- 
phatic or with the remnant of the original efferent 
lymphatic. 

In studying the lymphatic circulation in the 
animals in which one popliteal gland had been 
removed completely with or without ligation of the 
afferent and efferent lymphatics, the authors found 
that this circulation was always reestablished. Dif- 
ferent processes were responsible: 

The vessels by which the circulation was reestab- 
lished and diverted were largely preéxisting lym- 
phatic vessels and capillaries, which dilated and 
became adapted to a more active circulation. The 
vessels were single or multiple and showed marked 
variability in their arrangement and site. The 
vessels, however, were not alone responsible for the 
reestablishment of the lymphatic circulation. There 
was definite evidence of a new formation of lym- 
phatics. Not only did these new vessels form at the 
site of the operation in cicatricial tissue, but also in 
the neighboring normal tissue. In such tissue in 
which the lymphatic circulation was being reestab- 
lished, some of the lymphatic capillaries ended in a 
cul-de-sac. Microscopic examination showed cells 
which are characteristic for a growing lymphatic 
vessel at the base of this cul-de-sac; and in the net- 
work of the lymphatics it could be seen that such 
masses of cells advanced toward each other and 
united until a new vessel was formed. 

Avice M. MEYERS. 





SURGICAL TECHNIQUE 


OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


McIndoe, A. H.: The Applications of Cavity Graft- 
ing. Surgery, 1937, 1: 535. 


The most important basic principle in the recon- 
structive surgery of superficial skin defects is the 
diagnosis of the amount of epithelium lost and its 
successful replacement by a covering which can 
adapt itself to its new surroundings anatomically, 
functionally, and esthetically as much as possible. 
The simplest method of replacement is by means of 
a free skin graft applied directly to the denuded area 
after suitable excision of the granulomatous tissue 
and scar. If the graft is properly applied, a complete 
take results in a very high percentage of cases, which 
shows the essential vitality of epithelium under very 
adverse surroundings. 

Many defects involve body cavities, such as the 
mouth, nose, orbit, or ear, with loss of lining skin and 
mucous membrane, and present problems of replace- 
ment crucial to the success of any repair. The essen- 
tial modification of the Esser method of lining 
cavities with skin consisted in the introduction of 
the skin graft directly into the mouth, where it was 
found to take in an apparently septic cavity and in 
the presence of salivary secretion. 

Certain precautions must be observed if the fin- 
ished repair is to endure without contraction. The 
subcutaneous cavity must be made somewhat larger 
than the ultimate size required; it must be over- 
distended with a block of modeling compound ac- 
curately molded to the size of the cavity; the mold 
must be entirely covered by a Thiersch graft so that 
a complete take can be expected without breaks in 
the continuity; and the cavity must be maintained 
distended by the original mold for a period well 
beyond the normal contractile phase of grafted skin. 
It is most important that this overdistention be 
carried out for a period varying from six weeks to 
four months, otherwise even in the presence of a 
perfect take, serious contraction will occur. IIl 
effects do not follow if a mold is buried under such 
conditions for long periods, provided some small 
drain hole is left for the escape of secretions during 
the healing phase. 

The mouth represents the most important field for 
cavity grafting. The conditions in which an epi- 
thelial inlay is required in the mouth are: 

1. Destruction of the buccal sulci due to disease. 
This is usually the result of specific or tuberculous 
ulceration. 

2. Loss of buccal epithelium with resultant ex- 
ternal deformity. This is caused by injury and can 
be cured only when the internal adhesions are freed. 
As a rule, the adhesions can be taken care of by ad- 
justment of the mucous membrane flaps, but exten- 
sive losses will require grafting. The most frequent 


use for intrabuccal grafting after injury is after 
larger bone grafts are made to the fractured lower 
jaw. Side-to-side apposition of the bone graft 
obliterates the sulcus for such a distance that a 
stable denture cannot be fitted. 

3. After extraction of the teeth in elderly people. 
Occasionally so much bony absorption takes place 
in the lower alveolus that the buccal sulcus is too 
shallow to fit a stable denture. 

4. Secondary cleft-lip and cleft-palate and in 
retrognathism. The repair of congenital deformities 
affords the most fruitful field for cavity grafting. 
In most patients, in whom secondary operations for 
cleft-lip are necessary, the upper buccal sulcus must 
be deepened in order to free the short, tight, ad- 
herent, and retracted upper lip, and to bring it 
forward in apposition with lower lip. In retrognath- 
ism a most satisfactory compromise can be effected 
simply by means of a large buccal inlay, the soft 
tissue of the chin being brought forward into ex- 
cellent position and maintained there by a vulcanite 
extension of the lower denture. 

As a preliminary to cavity grafting in the mouth 
and nose, it is necessary to work in cooperation with 
a dentist skilled in the making of splints and 
prosthetic appliances. When the preliminary dental 
work is completed, the lip is separated from the 
anterior surface of the maxilla or mandible as ex- 
tensively as is required. An accurate and easily 
removable mold of Stent’s dental compound is then 
made of the cavity in such a way that the retaining 
tray attached to the splint presses it firmly into place 
and overdistends the cavity. A one-piece Thiersch 
graft is cut as thinly as possible and applied, raw 
surface outward, to the mold. The mold and its 
surrounding graft are then placed in position in the 
cavity, and the tray fixed on. The immediate after- 
care is simple and consists of keeping the mouth 
clean. At the end of seven days, the tray and the 
mold are removed. The cavity is examined and, as 
a rule, will be found well grafted with possibly one 
or two tiny spots unhealed. The mold is replaced. 
For the next three or four weeks the cavity is care- 
fully cleaned and, if necessary, the mold is renewed, 
preferably with one made of gutta percha. When 
the graft is sound, the dental surgeon can fit the 
permanent denture with an extension on the vulcan- 
ite plate tooccupy the buccal sulcus to its full depth. 

In the upper lip exactly the same technique is 
followed. 

A condition which is extremely difficult to treat 
by any other method is stenosis of one or both nares. 
An inlay on a stent mold containing a central hole 
through which the patient may breathe produces 
excellent results, but again it is necessary to persist 
with constant dilation throughout the period of the 
contractile phase of the graft. However, the most 
important field for the use of cavity grafting of the 
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nose is unquestionably in specific disease or con- 
genital absence of the septum and supporting 
structures, and in the deformity called “dish face” 
which follows severe telescoping fractures of the 
nasal ethmoid maxillary compound. 

A common condition after extirpation of the orbit 
is contraction of the socket to the extent that an 
artificial shell cannot be fitted or retained. Mucous- 
membrane grafts for this condition are totally in- 
adequate, and they are difficult to apply. A simple 
and very satisfactory application of the epithelial 
inlay will solve the problem. 

Traumatic stenosis of the external auditory 
meatus can be taken care of by gravity. An occa- 
sional use for cavity grafting in the ear is the con- 
dition of congenital absence of the external ear and 
external auditory meatus in which there is strong 
evidence, x-ray or otherwise, that the middle ear, 
ossicles, and cochlea remain. 

One of the most difficult conditions to treat is 
complete obliteration of the oronasal space due to 
specific disease, or to tonsillectomy. The extent of 
the stenosis is usually so widespread that manipula- 
tion of flaps fails to create a passage from the 
pharynx to the nose. The complete absence of nasal 
drainage produces a septic condition of all the 
accessory sinuses and makes the condition of these 
patients miserable. After boring a hole between the 
adherent palate and the posterior pharyngeal wall 
from the pharynx into the nasal cavity, and inlaying 
skin on a mold retained by double silk threads tied 
round the columella and retained in place for at 
least two or three months, an excellent passage can 
be made. Drainage of the nasal cavity and sinuses 
is secured with remarkable improvement in the 
general health of the patient. 

Utilizing the inlay principle, two methods are 
available for the relief of hypospadias: 

1. The open method. At one operation the penis 
is split ventrally, the remains of the corpus spon- 
giosum are removed, and an inlay graft is spread on 
a large sized catheter which is placed in a groove 
along the whole length of the lengthened penis and 
brought out at the glans anteriorly and at the 
perineum posteriorly. The graft is well oversewn 
and the entire organ is bandaged in a mastisol case 
to obtain the necessary pressure. 

2. Theclosed method. This is used after straight- 
ening has been accomplished at a preliminary opera- 
tion by Edmunds’ method. The difficulty of apply- 
ing this method is the mechanical one of passing a 
skin-covered catheter along a tunnel 2 or 3 in. in 
length, without rucking the skin off the catheter and 
leaving raw areas ungrafted. This is avoided by the 
use of a special introducer. 

The paper is well illustrated with photographs and 
drawings. Louts T. Byars, M.D. 


Shipley, A. M.: Disruption of Abdominal Wounds. 
An Unsolved Problem. Surgery, 1937, 1: 517. 

The author reports two cases of wound disruption 

following a right rectus incision. In neither case was 


there any evidence of infection of the peritoneal 
cavity or of the incision. In both instances chol- 
ecystectomy was performed. Careful examination 
of the wound edges from the skin to the peritoneum 
failed to reveal any catgut except two knots which 
were lying free, and these were in the late stages of 
disintegration. 

The writer emphasizes the importance of wound 
disruption, and reviews a number of papers that 
appeared on the subject in the last few years. 

He states that in the early years of his experience 
he used the silk technique, but with the advent of 
better catgut he began to utilize the latter. He be- 
lieves that there is no difference in the two suture 
materials from the standpoint of wound disruption. 

He divides wound disruption into cases with in- 
fection and clean cases. It is in the latter group that 
considerable anxiety is caused. 

The author concludes with the hope that very 
careful attention to the subject will solve the 
problem. Joun H. Gartocu, M.D. 


Shambaugh, P., and Dunphy, J. E.: Postoperative 
Wound Infections and the Use of Silk: An Ex- 
perimental Study. Surgery, 1937, 1: 379. 


Controlled experimental studies on dogs show 
that operative wounds repaired with silk tolerate 
bacterial contamination better than similar wounds 
repaired with catgut. 

The healing of experimental suppurating wounds 
is not delayed appreciably by the presence of buried 
silk sutures and ligatures provided that the silk used 
is of a fine grade, the sutures are cut close to the 
knot, and no continuous sutures are employed. 

Experimental suppurating wounds repaired with 
fine silk may heal completely without the removal 
or spontaneous discharge of the sutures. 

SAMUEL Kaun, M.D. 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


Babcock, W. W.: Wounds and Their Complications. 
Am. J. Surg., 1937; 36: 3. 

The treatment of the various types of incised, 
contused, and infected wounds is notoriously poor 
in a large percentage of our hospitals as well as in 
private practice. 

Contused closed wounds with or without fracture 
are characterized by tissues so bruised and de- 
vitalized as to be subject especially to necrosis and 
infection. A particular danger which may extinguish 
the limited residual life of the part is the tension re- 
sulting from hemorrhage and edema. If tension is 
prevented, tissues that seem to be hopelessly damaged 
and thought to require amputation frequently re- 
cover in a surprising way with little evidence of 
infection or necrosis. Tension results chiefly from 
the restraining skin and fascia which in a severe 
crush or contusion should be divided freely in the 
axis of the limb, on two sides if necessary. The 
divided skin and fascia will then separate widely. 
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If the sheaths of the muscles are tense also, they 
should be opened freely. Bleeding vessels should be 
ligated and fractures should be reduced without 
internal fixation or undue manipulation. A very 
copious wet dressing of warm 1:4000 bichloride of 
mercury on fluffed gauze surrounded by cellophane 
or a similar impermeable layer, and finally a heavy 
encasement in sterile cotton, held by a lightly ap- 
plied supporting bandage, is used. Unless com- 
plications develop, the dressing should not be re- 
moved for three or four days. 

Contused and lacerated wounds including open 
crushing injuries have the element of potential 
infection, the avoidance of which depends largely 
upon the first treatment. The surrounding skin 
should be asepticized, the wound flooded with 3% 
per cent tincture of iodine, and mechanical steriliza- 
tion of the wound carried out by excising with a 
very sharp scalpel all tissue that is devitalized or 
impregnated with dirt. Bone containing dirt should 
be removed with a sharp chisel, not by scraping. 
Vessels should be ligated with fine alloy steel wire 
as most other materials form a nidus for infection. 
Such wounds of the head and face, and most wounds 
of the neck and trunk should then be closed im- 
mediately and very accurately, without drainage, 
with the fine, No. 35 or 36 gauge, annealed rustless 
steel wire. With a meticulous technique primary 
union with slight scarring is to be expected. 

Infection with the bacillus welchii. The spores 
of the gas bacillus carried into the wound with 
minute particles of woolen clothing, intestinal dis- 
charges, or street dirt are not destroyed by per- 
missible antiseptics, and cannot be removed by 
debridement. However, the gas bacillus and related 
organisms seem unable to start infection in a well 
vascularized living tissue. It is in devitalized 
muscle, or in muscles to which the blood supply has 
been arrested by the injury or by the secondary 
tension within the sheath that this organism 
colonizes, and causes a putrid form of gangrene with 
much gas and liquid exudate that spreads from 
muscle to muscle. A wound may contain many 
spores of the Welch bacillus and yet heal without 
reaction. Other pathogenic bacteria may likewise 
remain in a wound without harm, provided no semi- 
devitalized or dead tissue or blood clot is present. 

Dependence should be placed early upon the wide 
opening of the limb and the removal of all de- 
vitalized soft tissue. Often, removal necessitates 
the excision of entire muscles which may be pale and 
firm as if cooked. For the advanced case with the 
patient delirious, nearly pulseless, and apparently 
moribund, a high guillotine amputation is at times 
life-saving. 

Progressive repair, reduced toxemia, and rapid 
elimination of necrotic tissue are very much more 
important than high bactericidal action of antiseptics 
applied to the wound. A healing contaminated wound 
is preferable to a sterile dormant wound. Granula- 
tions grow rapidly under a weak wet dressing of 
bichloride of mercury, iodine, or even bromine. 
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Bromine in 1:3000 to 1:5000 strength has a special 
value for very fetid wounds. 

Dakin’s solution is not applicable in ordinary 
practice and should be used only when the wound is 
wide open. When it is injected into the wound under 
tension it produces necrosis. In the abdomen it dis- 
solves the mesentery down to the blood vessels. It 
is essential that it be applied copiously every two 
hours following the very precise technique elaborated 
by Carrel. 

For irritated wounds or when the skin is excori- 
ated, liquor aluminii acetatis of the National 
Formulary, diluted to 1 to 4, is of value. For 
tissues of low vitality as in a diabetic or arteri- 
osclerotic the mildest and least irritating antiseptics 
only should be used. 

Catgut produces reactions which retard healing 
and favor infection. It is especially harmful in 
infected wounds and on mucous surfaces. When 
catgut is implanted in the skin it causes a red flare 
and a wheal in twenty-four hours which progresses 
so that at the end of a week there is a zone of re- 
action and necrosis about each strand. For this 
reason firm healing is delayed until the catgut has 
been absorbed and the local damage to the tissues 
from the catgut repaired. From silk there is only a 
slight redness at the end of a week; from rustless or 
alloy steel wire no flare or wheal appear even at the 
end of four months. 

Infected wounds may be divided clinically into 
two great classes. In the first class operation is per- 
formed; in the second, the physician waits. In the 
first early operation cures; in the second, it kills. 
This applies not only to wounds, but also to peritoni- 
tis and other forms of infection. The first class are 
caused by organisms similar to the staphylococcus 
which forms an endotoxin and an exotoxin which act 
upon endothelium and produce thrombi in the blood 
and lymphatic vessels and plastic exudate on the 
serous surfaces. Infections caused by the staphylo- 
coccus, the pneumococcus, the bacillus pyocyaneus, 
and the gas bacillus are treated by early sterilization, 
incision, or debridement. Free drainage, no sutures; 
wire instead of catgut ligatures; warm, wet anti- 
septic dressings; and rest are important. For a few 
of these infections there is an antitoxin of some value. 

The second class of infected wounds are caused by 
a group of pathogenic micro-organisms of which the 
streptococcus is a striking example. They do not, 
as a rule, produce thrombic and plastic exudative 
reactions and, therefore, tend toward early and wide 
diffusion through the blood and lymphatic channels. 
The exudate, as a rule, remains liquid, but often 
causes a marked edema with redness, swelling, and 
pseudofluctuation suggesting an abscess. Usually 
this exudate is spontaneously absorbed. The proper 
treatment is immediate absolute rest in bed. The 
lymphatic circulation should be reduced by keeping 
the extremity splinted, but not constricted. The 
wound should be covered with an antiseptic oint- 
ment, as unguentum oxidum flavum, or a wet dress- 
ing; and not handled, squeezed, incised, or disturbed. 
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To supply complement, a transfusion of 150 c.cm. 
to 200 c.cm. of typed blood should be given every 
third day until the temperature remains normal. 

If the donor will permit, the richly leucocytic blood 
of an immunotransfusion may be used. Fifty 
million killed typhoid bacilli are injected into the 
donor’s blood stream with resulting chill, sweat, and 
fever. Six or eight hours later, or at the height of 
the resulting leucocytosis the transfusion is made. 
Transfusion has a high mortality in infancy, and 
many more babies have been killed than saved by 
the injection of blood. 

In a case of virulent infection, especially of one 
of the infections found in the second class of wounds, 
gauze drains should not be removed before the 
ninth day or before they have loosened spontane- 
ously. 

Granulating wounds if large may epithelialize so 
slowly as to greatly retard convalescence. Skin 
grafts are often applied when a quicker and much 
better result could be obtained by sterilizing the 
granulatory surface with a ro per cent solution of 
chloride of zinc, blotting and excising the granula- 
tion tissue with a sharp knife, and then liberating 
the adjacent skin, which is slid over the defect and 
sutured. The area may be so large that skin grafting 
is desirable. Only autogenous grafts, grafts made 
from the same person, will survive. The cosmetic 
result from small Thiersch or pinch grafts is very 
poor. Large Thiersch grafts, split-skin grafts, or 
fitted and sutured full-thickness grafts should be 
used, especially on exposed portions of the body. To 
ensure a successful “‘take’’ the even compressure 
from rubber sponges incorporated in the dressings is 
important. Norman C. Buttock, M.D. 


Low, M. B.: Tannic Acid—Silver Nitrate Treat- 
ment of Burns in Children. New England J. 
Med., 1937, 216: 553- 


The author is impressed with the excellence of the 
tannic-acid-silver-nitrate treatment of burns which 
was originally suggested by Bettman. At the Chil- 
dren’s Hospital in Boston, twelve successive cases of 
severe burns were so treated with no evidence of 
severe infection under the eschar at any time. In 
none of the cases did argyria develop. The author be- 
lieves that anhydremia is the most important factor, 
if not the sole cause, of the toxemia of burns. 

STANLEY J. SEEGER, M.D. 


Gordon, D.: The Treatment of Boils and Car- 
buncles. Am. J. Surg., 1937, 36: 107. 


The all important requisites in the treatment of a 
boil or carbuncle are (1) to promote liquefaction of 
the slough primarily; (2) to supply early drainage 
for the pus under pressure and maintain it as is 
indicated in any abscess; (3) to prevent the discharge 
from spreading the infection and to aid in increasing 
the local and systemic resistance. 

Drainage by necrosis of overlying tissue can be 
aided by moist heat, keratolytic drugs such as 
salicylic-acid ointment of from 1 to 5 per cent 
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strength, or incision. Moist heat can be applied in 
the form of sterile compresses wet with hot boric 
acid or Thiersch’s solution covered with cellophane 
to prevent evaporation. Solutions of saline or 
magnesium sulphate are condemned. One per cent 
salicylic acid in-boric ointment is a soothing anti 
septic ointment which should be used on the con 
tiguous skin surface to prevent folliculitis and addi- 
tional boils, or applied generously over an incised 
lesion beneath wet or dry dressings to prevent the 
coagulation of exudate which interferes with 
drainage. 

When more energetic softening of the super- 
imposed tissue is indicated to open an existing 
pustule, Klotz’s formula of salicylic acid in the form 
of an emplastrum, as given in Brewer’s Text-Book on 
Surgery, is most valuable. The author has used it 
for a great many years to afford drainage of small 
pustular lesions; for protection against, and treat- 
ment of, folliculitis; and to prevent an infection from 
spreading. This emplastrum offers the simplest and 
most efficient dressing for small single or multiple 
lesions. It is employed by melting a small amount 
on the point of a spatula over a flame, dropping this 
in the center of a small circular piece of adhesive 
plaster, and flattening it while still melted. It is 
then allowed to cool to a dull luster to avoid causing 
a blister in which the pus will collect. This “‘paster’’ 
is applied to the lesion after all the hair has been 
shaved with a sterile razor and after a cleansing with 
alcohol. To remove the paster the margin is grasped 
with sterile forceps and a small cotton ball soaked 
with benzine in another forceps is used to float it off. 
After removal, the benzine is wiped off with alcohol 
or witch hazel, which is more soothing. If the sur- 
face requires cleansing, a little hydrogen peroxide or 
tincture of green soap followed by alcohol is used. 
If gentle pressure on the paster elicits tenderness 
after twenty-four hours it is changed for a new one; 
otherwise it is left on for several days before removal, 
at which time the infection will have subsided. In 
case of a draining lesion it is changed daily or oftener 
if the drainage is enough to show at the margin. 
These pasters are continued, changed as indicated, 
and left on until the wound is healed by complete 
epithelialization. 

Incision under a local anesthetic is reserved for 
those lesions which are not draining and are so deep 
as to preclude the use of emplas rum salicylate 
Klotz, or in which tension is associated with tender 
lymph nodes. Block anesthesia, when possible, is 
more desirable than infiltration. Freezing with an 
ethyl-chloride spray is a poor form of local anes- 
thetic. A piece of rubber dam for drainage is 
sufficient, when aided by 2 per cent salicylic-acid 
ointment, to keep the wound open if it has been 
adequately incised at the right time. The slough 
will fall out on the dressing when it has separated. 

The dangerous zone of the mid-face between the 
external canthi of the eyes and the corners of the 
mouth is mentioned because of the danger of 
pyogenic infection causing cavernous sinus infection 





SURGICAL TECHNIQUE 


and thrombosis. The necessity of atraumatic pro- 
cedures to avoid complication by injury to the small 
veins about the lesions which are thrombosed is 
emphasized. Unnecessary trauma is caused by liga- 
tion of the angular vein, since studies by Batson 
have shown that such a ligature does not prevent 
substances injected into the facial vein from being 
carried into the cavernous sinus by several other 
routes. Specifically, the patient is put to bed in the 
sitting position, and continuously moistened hot 
boric cotton dressings are kept in place with a piece 
of rubber dam tied around the ears. The lesion itself 
is first covered accurately by two layers of small 
squares of gauze impregnated with 5 per cent 
salicylic acid in boric ointment. The cotton and 
greased gauze is changed by the patient with the 
aid of a looking glass, and the moistening is effected 
with a medicine dropper from a solution in a pan on 
an electric plate upon the bedside table. After the 
slough has formed and has been gently removed, 
the cavity should be treated with 1 per cent salicylic 
ointment. The patient is allowed in the horizontal 
position after the slough is out. When multiple 
openings of a carbuncle demand connection, a blunt 
probe or an electrothermic knife covered with a 95 
per cent solution of carbolic acid may be used for 
this purpose, care being taken to avoid injury of 
any tissues except those surrounded by a protective 
barrier, 

For the small deep-seated boil in this region, hot 
moist compresses are used until the slough is com- 
pletely liquefied. The area is then anesthetized and 
opened carefully with a sharp Von Graef eye knife. 
A small wound is made and a piece of spear-shaped 
rubber dam is introduced. Salicylic ointment is then 
used with hot moist dressings. 

Furuncles of the nose and the external auditory 
canal are treated with boric-acid and salicylic-acid 
ointment. Furuncles of the neck are treated accord- 
ing to the outlined technique, but should be pro- 
tected especially against irritation and reinfection 
caused by tight collars with a large soft bandage. 
For furunculosis of the axilla the author has devised 
a muslin garment to hold large soft dressings in 
place, which garment permits movement of the arm 
without local irritation. All contaminated garments 
should be disinfected with 1 per cent formalin 
solution. 

In treating carbuncles one should not wait for 
liquefaction of the slough. Hot moist dressings are 
used until the site of the maximum necrosis is found 
in order to determine the type and extent of the 
incision. Early drainage relieves undue tension and 
prevents extension of the infection; it diminishes the 
destruction of the tissue and the period of con- 
valescence. Diabetes calls for more complete and 
immediate eradication of the infection than other- 
wise. General anesthesia is preferable. The incision 
is determined by the amount of skin that can be 
saved but which at the same time will permit com- 
plete removal of all necrotic sub-cutaneous tissue or 
the relief of lateral tension by removal of a wedge- 
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shaped subcutaneous section of the surrounding in- 
fected region. The incision can be made with a 
cutting endothermic knife, and bleeders may be con- 
trolled with the coagulating current. Removal of a 
portion of the deep fascia facilitates vascularization 
and separation of the slough that remains. The 
wound is packed with moist gauze and kept wet with 
Carrel-tube technique. When the outer dressings 
are changed the next day the skin is covered with 1 
per cent salicylic ointment. The adjacent areas are 
watched daily for induration and tenderness, which 
should gradually subside as the slough completely 
separates. After this, vaseline gauze packing may 
be used. When the granulations are level with the 
skin, boric ointment covered with flamed adhesive 
changed every two days will promote epithelializa- 
tion. Large cavities should be treated with the 
Carrel method and skin should be grafted on them 
before an excess of scar tissue has formed beneath. 
Before discharge, the patient should be instructed 
how to care for any small follicular infection which 
might develop and to use all the prophylactic 
measures possible. 

Iodine is never used in the treatment or prepara- 
tion for operation as it is an irritant, hardens the 
skin surface, and permits infection to progress 
beneath it. Soap and water followed by ether is 
sufficient. Vaccines are occasionally an aid in very 
stubborn cases, but so far a specific vaccine is not 
known. 

From the author’s experience in the treatment of 
boils and carbuncles it has been learned that the 
following four facts are important: drainage, gentle- 
ness, cleanliness, and thoroughness. 

Maurice P. Meyers, M.D. 


Ayres, S., Jr., Anderson, N. P., and Foster, P. D.: 
Dermatological versus Surgical Treatment of 
Carbuncles and Furuncles. J. Am. M. Ass., 
1937, 108: 858. 


Questionnaires were mailed to approximately 250 
surgeons and an equal number of dermatologists in 
the United States and Canada in an effort to ap- 
praise the methods employed in the treatment of 
carbuncles and facial furuncles. 

The information obtained may be stated briefly 
as follows: 

The great majority of surgeons employ crucial 
incisions or cautery excision of carbuncles, whereas 
the great majority of dermatologists employ con- 
servative methods, including X-irradiation, vac- 
cination, bacteriophage treatment, and _ topical 
application. 

The average duration of the surgical treatment of 
carbuncles is almost twice as long as the dermatolog- 
ical treatment. 

The mortality from carbuncles is low in both 
groups, but it is more than three times as great with 
surgical than with dermatological treatment. The 
cosmetic results are infinitely superior after the con- 
servative methods used by dermatologists than after 
radical surgical procedures. SAMUEL KAHN, M.D. 
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Yodh, B. B.: On the Treatment of Tetanus. Brit. 
M.J., 1937, 1: 855. 

Observations are made on the results of the treat- 
ment of 438 consecutive cases of tetanus admitted 
to the J. J. Hospital in Bombay from 1931 to 1935, 
inclusive. The total mortality of all consecutive 
cases except 15 that were discharged by request was 
50.6 per cent, and after excluding those that termi- 
nated fatally within twenty-four hours after ad- 
mission, it was 29.4 per cent. That the results com- 
pare somewhat unfavorably with those of a previous 
series of 229 cases is probably explained by the fact 
that several brands of sera had to be used in the 
present group while only one brand was used for the 
previous group. 

The combined method of administration of the 
antitoxin intrathecally through the cisterna magna, 
intravenously, and intramuscularly has continued to 
be used in this series. The clinical fact, that the 
intrathecal administration of serum through the 
cisterna magna along with the other routes controls 
the course of the disease better, establishes the need 
for further study of the concentration of antitoxin 
in the blood serum after intrathecal injections. The 
routine use of paraldehyde per rectum is recom- 
mended in all cases as the most suitable sedative 
for hospital patients. Watrer H. Napier, M.D. 


Minkenhof, J. E.: The Treatment of Erysipelas 
with Prontosil (Die Erysipelbehandlung mit 
Prontosil). Nederl. Tijdschr. v. Geneesk., 1936, p. 
5197. 

This report contains a review of the literature 
concerning the effect of prontosil in cases of experi- 
mental animals as well as human beings infected 
with streptococci. Prontosil is believed to be nearly 
a perfect specific against erysipelas; it reduces the 
duration and decreases the severity of the condition. 
However, it does not prevent complications. It is 
also effective in other streptomycoses, especially in 
puerperal fever and in infected abortion. In cases of 
streptococci sepsis it is useless; perhaps it may pre- 
vent this condition sometimes. 

These conclusions are based on the results of the 
application of prontosil in 35 cases of erysipelas and 
their comparison with the results in 35 similar cases 
not treated with prontosil. A graphic presentation 
of the individual cases is given. It is clearly shown 
that prontosil given by mouth every three days in 
doses of 2.0, 1.5, 1.0 or 0.5 gm. respectively pro- 
motes and hastens the cure of erysipelas, reduces the 
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fever, and limits the spread of the inflammation. 
Apparently, it tends to prevent a relapse. Prontosil 
treatment has not caused any disagreeable conse. 
quences. 

(VAN GELDEREN). CLARENCE C. REED, M.D. 


ANESTHESIA 


Cordier, D.: The Methods of Resuscitation after 
Accidents Due to Anesthetics (Les moyens de 
ranimation dans les accidents de la narcose). Anes. 
et anal., 1937, 3: 30. 


The mechanical methods of resuscitation that are 
used in respiratory and cardiac collapse from in- 
halation anesthesia are reviewed. These methods 
include artificial respiration, massage of the heart, 
traction on the tongue, and excitation of the carotid 
sinuses. 

Artificial respiration may be carried out by in 
sufflation with an appropriate apparatus, or by 
means of pressure on the thorax. The former 
method with an apparatus such as the pulmotor 
was originally reported upon unfavorably by Can- 
non, Henderson, and Meltzer. It was believed to 
cause an undesirable increase in the venous pressure. 
This opinion has been changed by more recent studies 
made by Henderson, Heymans, and Tournade, and 
at present the insufflation method is believed to be 
the better. 

Of the manual methods, that of Silvester is the 
most efficient and practicable in the operating room. 
Mechanical devices designed to accomplish the 
same purpose are inconvenient and not without 
danger. 

Massage of the heart, either direct through the 
abdominal or thoracic operative wound, or indirect 
by compression of the thorax, has been proved 
effective experimentally when combined with arti- 
ficial respiration. 

Laborde’s method of exerting rhythmic traction on 
the tongue, which was introduced in 1894, is prob- 
ably of no value in the syncope due to anesthetic 
agents, although it may be effective in some types 
of primary collapse. 

It has long been known that compression of the 
carotid region causes hyperpnea, but only recently, 
in 1927, Hering discovered the réle of the carotid 
sinus in this reflex. Danielopolu and Proca have 
shown that by stimulating the carotid sinuses 
through the skin, apnea due to chloroform can be 
combated. ALBert F. De Groat, M.D. 
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ROENTGENOLOGY 


Meyer, F.: Ill Effects Due to Thorotrast (Schaeden 
durch Thorotrast). 1936: Hamburg, Dissertation. 


The author first discusses the method of using 
thorotrast for the purpose of demonstrating the liver 
and the spleen. He then describes the numerous 
experiments which have been carried out with this 
preparation both in this country and in foreign coun- 
tries. Thorotrast is a thoriumdioxide salt with 25 
per cent thorium oxide. It is stored in the reticulum 
cells of the spleen, the Kupffer cells in the liver, and 
in the bone marrow, lungs, lymph nodes, adrenals, 
ovaries, placenta, vertebrae, and ribs. 

The questions, as to whether, and in what manner, 
thorium is excreted, are still disputable. Thorotrast 
remains for years in the body and may cause latent 
injuries, which are attributable to its radio-activity. 
The assertions of various authors concerning the 
anatomical and biological injuries to the body are 
not uniform. 

The author had the opportunity of observing in 
the clinic, at yearly intervals for a period of three 
and one half years, a thirty-eight-year-old woman 
in whom the spleen had been demonstrated by 
means of thorotrast. During these observations 
yomiting occurred frequently; and abdominal and 
back pains, especially in the region of the spleen; 
frequent infections; and, later, cardiac symptoms, 
together with pains in the liver region and anemia, 
were noted. 

The author believes that injury due to the radio- 
activity of the thorotrast remaining in the body is 
quite possible, and recommends as Eppinger did in 
1934 that thorotrast no longer be used in human 
beings. 

(SIEGFRIED STELZER). Harry A. SALZMANN, M.D. 
Liberson, F.: The Value and Limitation of the 

Oblique View as Compared with the Ordinary 


Anteroposterior Exposure of the Shoulder. 
Am. J. Roentgenol., 1937, 37: 408. 


Shoulder pains are relatively common but the 
causes for many of them remain obscure even with 
roentgen examination. The author discusses at 
length some of the factors which make accurate 
determination difficult or impossible. Anatomical 
peculiarities of the joint account for some of the 
roentgenological problems, and it is thought that 
some of these can be ascertained by making oblique 
views in addition to the ordinary anteroposterior 
exposures. The method of making these oblique 
views is described in detail and its advantages are 
illustrated diagrammatically. 

The result of the study of 1,800 cases of pain in the 
shoulder-girdle in the ordinary and in the oblique 
views are tabulated according to the various lesions 
encountered and the relative advantages of the two 


views in connection with those lesions. Five hundred 
and eighty-one of these cases showed local pathology 
on the roentgenograms; of these 281 revealed lesions 
in the bony parts and 300 in the soft parts. In con- 
nection with fracture of the greater tuberosity of the 
humerus it was found that the oblique view showed 
the pathological process better than the ordinary 
view in 37 per cent of the cases, and the process was 
seen only in the oblique view in 2.3 per cent of the 
cases. 

The most frequent pathological process of the soft 
parts was subacromial bursitis. The oblique view 
showed the pathological process better than the 
ordinary view in 43.6 per cent of the cases. The 
oblique view showed the process exclusively in 11.8 
per cent of all cases of subdeltoid bursitis. 

In fractures of the clavicle and in acromioclavicu- 
lar arthritis, the oblique view fell short of yielding 
the same positive findings as the ordinary view in 10 
per cent of the cases. 

The oblique view cannot be substituted for the 
ordinary view, but should be used as an accessory 
exposure because at times it is the only. source of 
roentgen evidence for disease in the region of the 
shoulder girdle. This was found to be the case in 25 
of 581 positive cases in the series. 

ApOoLpH Hartunc, M.D. 


RADIUM 


Evans, R. D.: Radium Poisoning: II. The Quantita- 
tive Determination of the Radium Content and 
Radium Elimination Rate of Living Persons. 
Am. J. Roentgenol., 1937, 37: 368. 


As is known, radium disintegrates spontaneously 
into a radio-active gas, so-called radon or radium 
emanation, which in turn disintegrates through 
eight additional stages into a non-radio-active form 
of lead. At one of these stages Radium C, which 
emits gamma radiation, is formed. In case of radium 
poisoning the radium present in the living body re- 
veals itself in two independent ways: (1) as exhaled 
radon, forming in chronic cases about 45 per cent of 
the emanation produced by the total amount of 
radium stored in the body; and (2) as retained radon, 
forming the remainder. 

The exhaled radon is evaluated electroscopically 
on the expired air. A representative sample of 
breath at the patient’s normal respiration rate is 
collected in an all glass container under the necessary 
precautions and the radon measured by means of the 
ionization current produced in an ionization chamber 
by the alpha rays from the radon. 

The retained radon is evaluated by the gamma 
rays of Radium C with the use of a new gamma-ray 
quantum counter, designed by the author, which is 
from ten to one hundred times as sensitive as the 
best electroscope. This instrument permits the 
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quantitative detection of a small fraction of the 
“fatal dose,” which is supposedly about 2 micro- 
grams, on patients placed at a distance of one meter 
or more. This distance greatly simplifies the geo- 
metrical arrangements between the patient-source 
and detector. The author enters at length into theo- 
retical considerations, giving a series of mathe- 
matical equations which may be used in various 
situations. By placing the patient in a circularly 
symmetrical position and using a suitable equation 
he is able to account for the summed effect of all the 
Radium C in the body. This method, in contrast 
with all previous work, completely compensates for 
the non-uniform distribution of radium in the vari- 
ous parts of the skeleton. Furthermore, the method 
takes care of the scattered gamma rays and internal 
absorption of the gamma rays by the body itself. 
In two cases of radium poisoning the Radium C con- 
tent was carefully measured and found to be 8.5 and 
9.7 micrograms respectively. The absolute calibra- 
tions on the two subjects, although completely in- 
dependent, were in exact agreement with each other, 
proving the validity of the method and its absolute 
results. To be triply sure, Miss Rubenstein carried 
out an additional series of experiments with 10 
micrograms of radium buried at several depths in a 
cylindrical water phantom; and the accuracy was 
likewise completely verified. 

By taking the distribution of the radium in the 
skeleton of these two patients as an approximate 
representation of chronic radium poisoning, gamma- 
ray measurements were made at eleven points near 
the patient in order to expedite obtaining absolute 
measurements on other subjects. These calibra- 
tions are presented in the form of a table. 

In addition to exhaling about 45 per cent of the 
radon produced by the radium of the body, a victim 
of chronic radium poisoning eliminates about 0.005 
per cent of the total body radium per day, 91 per 
cent in the feces and 9g per cent in the urine. These 
quantities are readily measured by radium analyses 
of the feces and urine by the emanation method. 

Simple gamma-ray examinations of patients will 
detect chronic radium poisoning five or ten years 
before any clinical symptoms appear. 

T. Levcutia, M.D. 


MISCELLANEOUS 


Kohlrausch, W.: Massage Therapy of Sports 
Injuries (Massagetherapie von Sportschaeden). 
Therap. d. Gegenw., 1937, 77: 454- 

As sequel of sports injuries the author describes 

2 muscle conditions occurring in the vicinity of 

injured joints. One consists of firm nodules ranging 

in size from that of a pea to that of a hazelnut, and 
the other of increased tension in large parts of the 
muscle. The latter responds to pressure with a still 
further reflex tension and is less hard than the 
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nodules. If these conditions remain untreated they 
persist, and on palpation after several weeks are 
found practically unchanged. Under the applica- 
tion of fine vibratory movements of the hand and 
in narcosis, the tensions disappear but the nodules 
do not. On voluntary tension, the degree of tension 
is increased as in normal muscle. In cases of nodules 
the increase of tension is weaker. Prolonged pres- 
sure on the nodules gives rise to sharp pain; the 
same pressure over the hard areas causes dull pain. 
The author calls the nodules “‘myogeloses,”’ and the 
tensions, “hard tension,’ which was Mueller’s term. 
As a general rule the two conditions are found 
together. 

According to the author’s experience, injuries to 
the motor apparatus are followed in a few days by 
increased tension over wide areas of the surrounding 
muscles. If healing does not take place promptly, a 
nodular hardness develops in the area of hard ten- 
sion. The gelosis therefore arises on the basis of 
the hypertonus, the increased tension. Attention is 
called to the fact that the pain is often falsely pro- 
jected. 

These conditions occur most frequently after 
injuries to the knee. When they are due to such 
injuries long hypertonic bands are found in the 
semimembranosus and semitendinosus or thin bands 
in the vastus medialis muscle. 

The treatment consists of gymnastics in the form 
of contraction against great resistances followed by 
extreme stretching or relaxation. Myogeloses are 
common in tennis players, and a myogelosis of the 
psoas is frequent in javelin throwers and oarsmen. 
When the latter occurs on the right side it may be 
confused with appendicitis. 

The mode of action of gymnastics and massage 
cannot be definitely stated. The usual explanation, 
the production of hyperemia, is not sufficient. Other 
factors are the mechanical movement of fibers which 
otherwise would remain immobile, movement of 
the interstitial lymph, and the elimination of toxins. 
Swellings of the connective tissue as well as of the 
muscles can be reduced by massage. Exercise of 
the joints, the most natural and best measure, 
should be diligently practiced, but not until the 
causes which gave rise to the connective tissue 
thickening have been removed. Too early exercise 
of the joints often renders the condition worse. 
According to Gebhardt, the time to start exercise 
of the joints is when the muscles cease to tremble 
when put to use. 

The author emphasizes that among the patho- 
logical conditions resulting from sports injuries, 
muscle conditions are in the front rank. Massage 
and therapeutic gymnastics in the form of vibratory 
movements which exert a loosening influence and 
forceful contractions and extensions are the best 
means of guarding against late sequel. 

(VOGELER). FLORENCE A. CARPENTER. 





MISCELLANEOUS 


CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Miller, I. D.: Observations on the Influence of 
Movement on Surgical Shock. Australian & 
New Zealand J. Surg., 1937, 6: 296. 


By means of blood-pressure records made during 

operation as the position of the patients was being 
changed on the operating table, and as they were 
being moved from operating table to stretcher, and 
from stretcher to bed, the author determined that 
sudden movement often caused a marked fall in the 
blood pressure of individuals suffering from surgical 
shock. For example, the sudden collapse of the 
patient toward the close of an abdominoperineal 
resection of the rectum when he is turned on his 
side is well known. This stage of the operation is 
quickly over and the patient, having had no time to 
recover from the effects of the first movement, is 
again turned, placed upon a stretcher, taken back 
to the ward, and again lifted onto the bed. It is not 
surprising that such patients commonly go into a 
state of profound collapse. The same holds true for 
patients undergoing prolonged neurosurgical pro- 
cedures, which are particularly liable to be exhaust- 
ing. 
The author demonstrates by means of blood- 
pressure tracings that if unnecessary movements are 
avoided and all necessary movements are performed 
slowly, serious manifestations of shock are much 
less likely to appear. He emphasizes that the patient 
should be left on the operating table for several 
hours, if necessary, after the conclusion of the opera- 
tion if symptoms of shock are present. In order to 
avoid unnecessary handling, stretchers should not 
be used; the patient should be transported to and 
from the operating room in his own bed. 

Recently this procedure was modified by the 
author who now uses a mobile stretcher which func- 
tions as an operating table and as a bed for as long 
a period as necessary. In this way all postoperative 
transferring of patients from the operating table to 
the stretcher and the bed is avoided. 

ArtHuR S. W. Tourorr, M.D. 


Bogliolo, L.: Studies on the Pathology of Fat Tissue 
(Studi sulla patologia del tessuto grassoso). Arch. 
ital. di chir., 1936, 44: 433- 

Bogliolo discusses the conditions described under 
the terms liponecrosis, traumatic fat necrosis, 
lipophagic granuloma, fat necrosis of the breast, 
sclerema of the newborn, hard edema, vaselinoma, 
and others. He concludes that different terms, in- 
exact in regard to the disease, its cause, and clinical 
characteristics, have been used for the same lesion, 
and that clinically and anatomically dissimilar condi- 
tions have been grouped together. He presents a 
critical revision of the subject to clarify the nomen- 


clature and bring out particularly the participation 
of fat tissue in inflammatory processes, and the 
fundamental importance of the endogenous prolifera- 
tion of the fat cells, called Flemming’s proliferative 
atrophy, in various lesions of fat. A tentative classi- 
fication of lesions of fat tissue based on the type of 
disease is given. All the afore-mentioned and 
similar conditions may be included in the following 
groups: 

I. Primary necrosis of fat tissue. This group may 
be subdivided into: (a) pancreatic and _ intra- 
abdominal necrosis which is due to the direct action 
of pancreatic lipase; (b) focal necrosis involving the 
subcutaneous fat, but presumably not dependent on 
pancreatic lipase (this type is described under 
various names and is due to diverse causes); and 
(c) primary necrosis of fat which occurs in other 
regions. 

The microscopic characteristics of all varieties of 
primary fat necrosis are death of the cells at a very 
early stage; splitting and saponification of the 
neutral fats in the necrotic cells, and, except in the 
pancreatic type, a non-specific inflammatory reac- 
tion. The foci may be encapsulated, calcified, trans- 
formed into pseudocysts, or absorbed and cicatrized. 
Atrophy of the fat cells with proliferation may fol- 
low, especially in the breast, and such cases are gen- 
erally called lipophagic granuloma because the 
spongy cells are interpreted as phagocytes. 

Primary fat necrosis occurs in adults and the new- 
born. The disseminated subcutaneous type may re- 
semble a systemic disease. All cases of primary 
necrosis should be called by that name and sub- 
divided according to the location and cause. 

II. Chronic primary non-specific inflammation 
of the cellular and fat tissues, cellulitis, accompanied 
by regressive phenomena in the fat. The intracellu- 
lar fat may be split and saponified without causing 
death of the cells, or the cells may undergo atrophy 
with proliferation. The inflammatory process is 
primary and the changes in the fat occur late. The 
reparative inflammatory processes are often inter- 
preted as true fat necrosis simply because the intra- 
cellular fat is split, whereas this may occur normally, 
although less conspicuously, in ordinary fat me- 
tabolism. 

This type may occur at all ages in circumscribed 
or diffuse form, as the result of various causes or 
without apparent cause. Although the pathogenesis 
and sometimes the outcomie differ from primary fat 
necrosis, the cause and clinical picture may be the 
same, especially in the breast. The differential 
diagnosis between primary and secondary necrosis 
cannot be made clinically, except in the pancreatic 
type. The chronic non-specific cellulitis, hard 
edema, due to repeated contusions, shows atrophy 
of the fat with proliferation accompanied by peri- 
arteritis, phlebitis, and neuritis. 
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The vaselinomas and similar growths probably 
belong to this group. The fatty content of the cysts 
and granulomatous foci found in many of them may 
be derived, not from the material injected, but from 
the necrosed fat cells. It is the result of the so- 
called endogenous transformation of organic fats 
into vaseline oil. The histology of these growths is 
very similar to that of primary fat necrosis or cellu- 
litis with atrophy of fat tissue and proliferation. 

III. Hemorrhage into fat. In these cases, pre- 
senting pseudocysts containing blood and detritus, 
atrophy of the fat with proliferation is also found. 

Bogliolo discusses the origin of the spongy cells 
found in the lesions of fat tissue and concludes that 
they are not of endothelial origin but are derived 
from the endogenous proliferation of atrophic fat 
cells. They are also similar to embryonic fat cells. 
The cells which are considered to be lipophages are 
in reality spongy cells. 

The discussion is augmented by illustrations from 
the literature and the author’s own experience, 
and is accompanied by photomicrographs, colored 
plates, and a bibliography. M. E. Morse, M.D. 


Albright, F., Butler, A. M., Hampton, A. O., and 
Smith, P.: A Syndrome Characterized by Os- 
teitis Fibrosa Disseminata, Areas of Pig- 
mentation and Endocrine Dysfunction, with 
Precocious Puberty in Females. New England J. 
Med., 1937, 216: 727. 


The authors report five cases of a syndrome 
characterized by: (1) bone lesions which have a 
marked tendency to be unilateral and which show 
osteitis fibrosa on histological examination, (2) brown 
non-elevated pigmented areas of the skin which tend 
to be on the same side as the bone lesions, (3) an 
endocrine dysfunction which in females is associated 
with precocious puberty. 

The skeletal abnormalities are spotty in distribu- 
tion and consist of multiple localized areas of rare- 
faction in otherwise normal bone. The bone lesions 
tend to be unilateral, and in almost all cases are 
regional, i.e., confined to one digit or one extremity. 
There is no general decalcification as is seen in hyper- 
parathyroidism. One of the most frequently noted 
individual lesions is an area of rarefaction simulating 
a cyst. These cysts vary in size, shape, and density. 
They may be present in both the medulla and cortex 
of the long and flat bones. Areas of increased 
density, circumscribed, and either homogenous or 
granular, are frequently found. These areas of in- 
creased density may be at times in the cysts them- 
selves. The involved bones may be markedly ex- 
panded. Periosteal changes occur rarely. The 
epiphyses often escape involvement when the entire 
remainder of the shaft is affected. Precocious bone 
age and early union of the epiphyses are part of the 
syndrome. In the skull, the bones most commonly 
involved are those in the base and the superior por- 
tions of the orbital and frontal bones. The serum 
calcium and inorganic phosphorus values are within 
normal limits and the excretion of urinary calcium 
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is not increased. These findings dispel any doubt 
as to the connection of the syndrome with hyper- 
parathyroidism. 

Pigmentation, which is one of the cardinal features 
of the disease, is patchy and the individual patches 
tend to remain on one side of the midline. They 
occur most frequently over the sacrum, buttocks, 
and upper spine. The amount of pigmentation 
varies roughly with the degree of involvement of 
the skeleton. When the bone disease is unilateral 
or almost unilateral, the pigmentation tends to be 
unilateral or almost so and occurs on the same side 
as the bone disease. This distribution of the cuta- 
neous and osseous lesions suggests an embryologica] 
or neurological disturbance. 

The disease in the female is attended by precocious 
puberty with early union of the epiphyses. In the 
male cases, puberty apparently comes on at about 
the normal time with less marked, if any, precocity. 
These facts suggest that this part of the syndrome 
is due to a disturbance in the follicle-stimulating 
hormone of the anterior lobe of the pituitary gland. 

Artuur S. W. Tourorr, M.D. 


Nystrém, G.: A Method of Testing the Superficial 
Blood Circulation for Considering the Indica- 
tion and the Proper Level of Amputation. 
Surgery, 1937, 1: 487. 

To decide whether amputation of an extremity is 
indicated in cases of disturbances of the blood supply 
is often difficult. If the indication for amputation is 
clear, the correct level of amputation may be difficult 
to determine. The use of the blood-pressure ap- 
paratus, arteriography, oscillography, and the re- 
cording of skin temperature have been aids in deter- 
mining the proper level of amputation. However, 
all of these procedures show the blood supply under 
existing conditions and give no indication of the cir- 
culatory response which may occur in case of a 
larger demand on the blood supply. If an attempt 
is made to produce hyperemia in the diseased limb, 
or at least in its integument, the resultant increased 
filling of the capillaries serves as an indication of the 
vitality of the part. 

The author’s method of producing hyperemiez con- 
sists of freezing the skin with carbon dioxide snow. 
He believes this to be superior to other methods of 
producing hyperemia for two reasons: (1) it pro- 
duces an irritation of the capillaries and small 
arteries of such intensity that it results in the great- 
est possible degree of hyperemia in that particular 
patient; and (2) it utilizes the degree of another in- 
flammatory reaction, i.e., exudation and its clinical 
effect, edema, as a second measure of the response 
of the tissues. 

The carbon dioxide snow in the form of a thin rod 
is applied to the skin for three seconds at various 
points from 5 to 10 cm. apart, at first distally and 
then upward. The identical procedure is carried out 
on the opposite limb as a control. 

In normal conditions the frozen spots return to 
normal consistency and color in about one minute 
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In another minute hyperemia sets in and soon be- 
comes maximal. The speed with which hyperemia 
sets in and its intensity are an ‘indication of the 
status of the local arterial supply. When hyperemia 
becomes maximal, the hyperemic spot is compressed 
with the finger tip for five seconds. Pressure is then 
quickly removed and the time necessary for the re- 
appearance of maximal hyperemia is recorded with 
a stop watch. Under normal conditions with the 
extremity in the horizontal position, refilling takes 
place in from one to two seconds. If the arterial 
supply is poor, it may take from ten to twenty 
seconds, or longer. Care must be taken to have both 
the involved leg and the normal leg in the horizontal 
position when readings are made, for purposes of 
comparison. Under normal conditions, edema be- 
gins to appear in the frozen spots after from ten to 
fifteen minutes. At the same time, the hyperemia 
begins to disappear and the swollen spots become 
more or less pale and raised. When the circulation 
is impaired, the reaction is proportionately delayed 
and less marked. 

The author recommends that amputation be per- 
formed at a point from ten to fifteen cm. above the 
lowest spot at which there is a good response to the 
test. ARTHUR S. W. Tourorr, M.D. 


Helwig, F. C.: The Relative Importance of Histo- 
logical Analysis in Tumor Therapy. Am. J. 
Roentgenol., 1937, 37: 358. 


Although the histological picture is not sufficient 
to govern the management of each specific tumor 
growth, in certain common neoplasms gross and 
microscopic study alone ordinarily permits of out- 
lining fairly accurately the growth rate, metastatic 
proclivities, and irradiation response. Variations re- 
sulting in peculiar and unusual occurrences are com- 
mon, so that consideration must be given to many 
factors other than histology before any campaign of 
treatment is started or the results of treatment are 
judged. For purposes of illustrating some of the 
usual as well as certain unusual features of tumors 
and their response to treatment, a small series of 
common and a few relatively uncommon new 
growths belonging to different groups are analyzed. 

Among the tumors arising from squamous epi- 
thelium, the common spindle-form type of basal-cell 
epithelioma is usually readily curable by almost any 
recognized method of attack. It is quite sensitive 
to irradiation and follows in all respects the some- 
what uncertain law: the more primitive a cell, the 
more radiosensitive it is. However, when bone or 
cartilage is invaded such a tumor often becomes 
quite radioresistant; and if it shows adenocystic 
histological changes it becomes more resistant. 
Epitheliomas of the basosquamous type, which may 
be grossly indistinguishable from the ordinary basal- 
cell variety, require practically the same dosage of 
radiation as the squamous-cell malignancies of the 
skin. Topographic relationships are often of great 
importance; for instance, epidermoid malignancies 
of the mouth and tongue are relatively radioresistant, 
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whereas transitional cell epitheliomas which occur 
in the nasopharynx and oropharynx have been 
shown to be very sensitive. The lympho-epithe- 
liomas and even some of the more adult types of 
squamous-cell malignancies when located in these 
regions are also often radiosensitive. 

Similarly, analytical studies based on histological 
examinations have been made in connection with 
cavernous hemangioma of the skin, lymphangioma, 
melanoblastoma, malignant tumor of the ovaries, 
kidney neoplasm, prostatic and testicular tumors, 
carcinoma of the thyroid gland, carcinoma of the 
adrenal gland, tumor of the brain, and bone tumor. 
Numerous other malignant conditions are discussed 
relative to their radiosensitivity. The response to 
irradiation of metastases in relation to that of the 
primary tumor is briefly discussed in connection 
with certain malignancies. Apotex Hartune, M.D. 


Bergstrand, H.: Multiple Glomic Tumors. 4m. J. 
Cancer, 1937, 29: 470. 


In 1924 Masson described a peculiar form of tumor 
which he called a glomic tumor. These tumors are 
usually localized in the nail bed, but they are de- 
scribed also as occurring in the skin of the extrem- 
ities and of the coccygeal region. Usually they lie 
below the epidermis in the deeper layers of the skin. 
Clinically they are characterized by more or less 
severe pain which occurs in sudden transient at- 
tacks and is frequently occasioned by pressure on 
the tumor or exposure to changes of temperature, 
especially cold. In a number of instances it has been 
possible to demonstrate some disturbance of the 
sympathetic nervous system in the extremity har- 
boring the tumor. Temperatures, higher or lower 
than normal, and hyperhidrosis have been found. 

The author described two cases of multiple glomic 
tumors localized in the posterior lateral part of the 
foot, in the malleolar region. In one case six tumors 
were observed. One of these lay deeply within the 
adipose tissue in the sinus tarsi. In the second case 
there was a subcutaneous tumor and tumors in the 
calcaneus, talus, cuboid bone, and the fifth meta- 
tarsal bone. 

The two cases were interesting in several respects. 
The tumors were localized in the same region, which 
fact was all the more remarkable as one of the two 
cases of multiple glomic tumors mentioned in the 
literature was of a similar nature. It would seem 
almost as if there were a clinical entity characterized 
by multiple glomic tumors localized in the posterior 
lateral part of the foot and the malleolar region. The 
second of the cases was unique in that an intra- 
osseous localization of gloniic tumors has not hitherto 
been observed. Josepn K. Narat, M.D. 


Stout, A. P.: Solitary Cutaneous and Subcutaneous 
Leiomyoma. Am. J. Cancer, 1937, 20: 435. 


During the past three years a very general in- 
terest has arisen, especially in the United States, in 
tumors of the neuromyo-arterial glomus. These are 
small growths characterized clinically by severe pain, 
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often of a paroxysmal nature. It has been very gen- 
erally agreed that they must be one form of the pain- 
ful subcutaneous tubercle first so designated by 
William Wood of Edinburgh in 1812. This is not 
the only lesion which may be called a painful sub- 
cutaneous tubercle, or tuberculum dolorosum as the 
continental writers named it; the other is the cutane- 
ous or subcutaneous leiomyoma. 

Fifteen cases of solitary leiomyoma are reported; 
in 4 the tumor was cutaneous and in 11 subcutane- 
ous. A review of the literature shows that previously 
at least 85 cases of solitary and 132 cases of multiple 
cutaneous and subcutaneous leiomyoma have been 
recorded. A complete bibliography of these is ap- 
pended. 

The salient clinical features of the solitary tumors 
include a generally long duration and small size; 
peculiar distribution, especially on the extensor sur- 
faces of the upper and lower extremities, the scro- 
tum, labium majus, the nipple and areola, and the 
cheeks, and rarely elsewhere; and characteristic pain, 
often of a paroxysmal nature. This pain is probably 
associated with violent contractions of the neo- 
plastic smooth muscle according to observations 
made by a number of different reporters. 

The cutaneous and subcutaneous leiomyoma is a 
small tumor varying usually from the size of a pea 
to that of a walnut and only occasionally growing 
larger. The tumor occurs with equal frequency in 
both sexes and may appear at any age, although it 
has developed after the twenty-ninth year in more 
than half of the cases. It is rounded and occasionally 
pedunculated. Unless fixed in the skin, it is freely 
movable. The overlying skin is colorless, or has a 
reddish or bluish tint. The tumor is composed 
chiefly of smooth muscle derived from one or an- 
other of the smooth-muscle structures in the areas 
involved; it develops in two chief forms, one without, 
and the other with, peculiar vascular structures 
which are probably in the nature of veins. 

The rarity of malignant cutaneous and subcu- 
taneous leiomyoma is pointed out, and the effective- 
ness of surgical excision as the treatment of choice is 
stressed. 

It is believed that these solitary tumors, contrary 
to the general impression, are as common as, if not 
more common than, the multiple cutaneous leiomy- 
omas. A wider knowledge among clinicians of their 
existence and a more general use of differential fiber 
staining in pathological laboratories will lead to 
their more frequent recognition. 

JosepH K. Narat, M.D. 


DUCTLESS GLANDS 


Evans, E. I., Szurek, S., and Kern, R.: Blood 
Chemistry of Surviving Parathyroidectomized 
Dogs. Endocrinology, 1937, 21: 374- 

A low serum calcium and high serum inorganic 
phosphorus, which according to some workers should 
precipitate tetany in the parathyroidectomized dog, 
does not do so in parathyroidectomized dogs in 


latent survival. After parathyroidectomy in the 
dog, the serum calcium and inorganic phosphorus 
may remain at tetany levels for at least nine months 
without returning to normal. There are no sig- 
nificant changes in the sodium, potassium, mag- 
nesium, and chloride contents after parathyroidec 
tomy during the survival period. 

The presence of accessory parathyroid tissue does 
not explain the survival of all parathyroidectomized 
dogs, as parathyroidectomized dogs may survive for 
at least nine months with a low serum calcium and a 
high inorganic phosphorus. We are of the opinion 
that some neuromuscular adjustment in the animal 
allows bodily functions to go on apparently normal- 
ly, in the absence of tetany even though abnormal 
calcium-phosphorus and calcium-sodium-potassium 
ratios are found. 

J. THORNWELL WITHERSPOON, M.D. 


Cramer, A. J., Jr.: The Evaluation of Hormone 
Therapy for Undescended Testes in Man. 
Endocrinology, 1937, 21: 230. 


An attempt has been made to evaluate the use of 
hormone therapy for the correction of human 
cryptorchidism. A summary of the published case 
reports to date is given and 20 additional cases are 
presented, which makes a total of 81 cases in the 
literature. An analysis of the results shows that 
complete descent of the testis was obtained in 71.6 
per cent, and partial descent in 16 per cent of the 
cases; therefore, 87.6 per cent of the patients were 
benefited by this method of therapy. The evidence 
is sufficient to warrant the conclusion that hormone 
treatment is a valuable method of therapy for un- 
descended testes. When surgical correction is in- 
dicated, the results may be enhanced by hormone 
therapy as an adjunct. SAMUEL Kaun, M.D. 


Thompson, W. O., Bevan, A. D., Heckel, N. J., 
McCarthy, E. R., and Thompson, P. K.: The 
Treatment of Undescended Testes with Ante- 
rior Pituitary-Like Substance. Endocrinology, 
1937, 21: 220. 


The effects of treatment with the substance from 
the urine of pregnant women which is similar to the 
substance obtained from the anterior lobe of the 
pituitary gland have been observed in the cases of 
18 boys from one and one-half to seventeen years 
of age with 21 undescended testes. In 8 instances 
the testes were intra-abdominal, and in 13 inguinal. 
The dose of this substance varied, but commonly was 
about 200 rat units three times a week, for an average 
of five months. 

Descent occurred in four patients (19 per cent). 
In all 4 the testis was in the inguinal canal before 
treatment, and in 2 it could be pushed to the upper 
end of the scrotum. Descent occurred within one 
month in all 4 cases. In 1 of these 4 the testis re- 
turned to the inguinal canal when treatment was 
stopped. 

In 7 other patients who were treated surgically 
after the prolonged administration of the afore- 
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mentioned substance, anatomical factors that made 
descent difficult or impossible were present. How- 
ever, pre-operative treatment with this substance 
caused definite stimulation of the genital growth, 
and seemed to make surgical procedures less difficult. 
Operative procedures appear to be necessary in 
most cases of undescended testes, but in the present 
state of our knowledge, they should be preceded by 
from four to six months’ treatment similar to that 
used by these authors. SAMUEL Kaun, M.D. 


EXPERIMENTAL SURGERY 


Pepere, M.: Experimental Researches on the Be- 
havior of Arterial Pressure during Operations 
(Ricerche sperimentali sul comportamento della 
pressione arteriosa negli interventi  chirurgici). 
Arch. ital. di chir., 1937, 45: 57. 


Pepere reports a long series of experiments on 
rabbits, showing, first, the effects of various anes- 
thetics on arterial pressure, and, second, the asso- 
ciated effects of different types of anesthesia and 
operations. He concludes that the pressure depends 
on the type of anesthesia, the site of operation, and 
the gravity of the procedure. Local anesthesia has 
the least effect on the pressure. All the other types 
cause hypotension, which may or may not be pre- 
ceded by a short period of hypertension. Splanchnic 
and spinal anesthesia produce marked hypotension; 
ether and avertin, a moderate hypotension. Opera- 
tions which have only a slight hypotensive effect 
under ether or avertin narcosis produce a decided 
hypotension under local anesthesia. 

The operations most liable to cause hypotensive 
states are those on the abdominal viscera, particu- 
larly such viscera as have pedicles situated near 
large nerve centers. Laparotomy per se in any type 
of anesthesia does not affect the pressure. The same 
is true when purulent peritonitis or intestinal ob- 
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struction is present. Under local parietal anesthesia, 
handling or exteriorization of the loops causes sudden 
notable hypertension, due to pain. This is followed 
by a period of calm associated with hypotension, the 
degree of which depends on the amount of manipu- 
lation. Infiltration of the mesentery decreases, but 
does not abolish the changes. Changes do not occur 
under ether, splanchnic, or spinal anesthesia. 

Under local parietal anesthesia, the pulling on 
organs having short fixed pedicles causes sudden, 
severe, and often prolonged hypotension. This is 
considerably decreased by infiltration of the mesen- 
tery. It is absent in narcosis and in spinal and 
splanchnic anesthesia. 

Pelvic operations under any type of anesthesia 
cause only minimal changes in pressure unless there 
is displacement of the intestine or traction on the 
mesentery. 

In operations on the pleural cavity and lung, the 
changes in the blood pressure are independent of 
the type of anesthesia. Pneumonectomy, even 
when accompanied by traction on the hilum, has no 
notable effect on the blood pressure during the 
operation, but it may be followed by a sudden, 
severe, and often fatal hypotension. 

Under perfect anesthesia of any type, the manipu- 
lation of great vessels, such as the femoral and iliac, 
never causes changes of pressure. 

Operations on bone and particularly disarticula- 
tions of large joints are followed by marked and 
prolonged hypotension. 

Operations on the cranium under local anesthesia 
produce marked hypotension. At the beginning of 


trephination, the pressure falls suddenly and irregu- 
larly. When the dura is reached the pressure returns 
to normal and is not affected by procedures on the 
cerebrum. Under ether, these changes do not occur. 

Kymographic tracings and a bibliography are 


given M. E. Morsg, M.D. 
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